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PREFACE 


Three major events over the past eighteen months preceded today’s release 
of the Policy on Health and Well-being which | am making public on behalf 
of the Québec government. 

First, | announced a reform of the health and social services system and un- 
dertook a series of commitments on which this reform was to be based. 
This was contained in the report entitled A Reform Centred on the Citizen, 


published in December 1990. An implementation plan was issued in 
March 1992. 


Second, a thorough updating of legislation governing health and social 
services was initiated. The process was completed in August 1991 with 
the passage of a new Act respecting health services and social services 
(1991, Chapter 42). All partners are now aware of their respective re- 
sponsibilities under this new legislative framework, and are preparing to 
exercise them. 


In line with commitments | made, the law also defines and reinforces the 
rights of users and their participation in decision-making. It defines the 
roles and obligations of everyone involved in directing, organizing and 
delivering health and social services. It creates new partnerships which will 
operate in a decentralized framework. The aim is to move decision-making 
closer to the action, and get local and regional communities more involved 
in adapting services to their needs. 


Third, we did not, as a government, shy away from examining the prob- 
lem of financing health and social services spending, and seeking better 
ways to do so. 


Drawing from the December 1991 report titled Equitable Funding : Living 
Within Our Means, as well as testimony heard at the parliamentary com- 
mission, | announced the path the government had chosen to address the 
situation. Our decisions were made with two concerns in mind : to pre- 
serve the basic elements of the public system and to protect the most disad- 
vantaged citizens. These concerns are perfectly valid if they are 
accompanied by an equal determination to limit spending growth in this 
area, to lighten its burden on the public purse, and to maximize efficiency 
s0 as not to mortgage our children’s future. 


But an important part of the picture was still missing. This is what | am 
pleased to deliver today : the Policy on Health and Well-being. 
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social adjustment, physical health, public health, mental 
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health and social integration, we must resolutely strive to be me : 
in attaining the only broad objective that now counts : a significant reduc- 


tion of health and social problems in our society. 


Based on a close analysis of these specific problems, each of which is a 
challenge for both the general public and the network, the Policy offers 
guidelines for everyone. With well-defined objectives and simple strate- 
gies, it shows the way towards what must be the focus of all our efforts, at 
all levels and in each problem area, over the next ten years. It identities 
precautions to take and broad methods to this end. After showing that the 
health and social services network cannot attain these objectives on its 
own, it opens new prospects for other parts of society to help bring about 
conditions that will promote health and well-being. The Policy is a back- 
drop, a framework for planning and evaluation, a call to action, a tool for 
creating awareness, and a social project. 


But it must above all serve to renew a profound commitment that we must 
embrace, at all levels, to do more and better for our health and well-being. 


More than 200 individuals contributed to the preparation of this Policy. This 
joint effort on the part of people involved in research, intervention, manage- 
ment and public affairs is, in my view, evidence of a big step in this direction. 


Mal rum $A 


Marc-Yvan Cété 
Minister of Health and Social Services 
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INTRODUCTION 


Since 1970, Québec has followed all industrialized societies in putting the 
accent on expanding health and social services. The view gradually pre- 
vailed that improving public health and well-being essentially depended on 
the quantity of services offered. 


Today’s health and social services system fulfils a number of functions : preven- 
tion, cure, treatment, assistance, compensation, support, and the promotion of 
rehabilitation and social integration. Since the system occupies a central role 
in society, its operating methods and the way it addresses problems largely 
determine collective choices regarding health and well-being. 


Many studies in recent years have confirmed the importance of reviewing 
the orientation of the services system and clarifying its scope of action. The 
Commission of inquiry on health and social services, which submitted its 
report in February 1988, outlined certain problems arising from a lack of 
shared objectives focusing on the improvement of health and well-being. 
They include : 


e difficulty responding to competing demands among regions, establish- 
ments and service areas; 


¢ preeminence of services, which are seen more as an end in themselves 
than a means for maintaining and improving health and well-being; 


e lack of collaboration and concerted action focused on the individual in 
need or the population to be served. 


The Commission deplored the fact that social policies are not better coordi- 
nated with policies governing services, and that cities, employers and 
health and social services establishments do not cooperate more, for exam- 
ple, in facilitating social integration. 


In order to rectify the situation, the Reform introduces a new organization 
of services, defining the roles and functions of all parties involved in the 
health and social services system. Operations are now organized on a re- 
gional basis and there is more public input into decision making. 
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The Policy was prepared in this context. it answers two questions tha 


basic to Québec’s future : 


© What social choices offer the best opportunities for individuals, groups 


° Ld ° re) 
and society to maintain and improve their health and well-being§ 


© How can the health and social services system best contribute to pre- 
venting and reducing problems and function effectively to promote 


health and well-being? 


These questions must be addressed together. They call for placing health 
and well-being at the centre of social and economic development, and no 
longer treating it as a special concern reserved for a particular jurisdiction. 
But first there must be changes in the orientation and operation of the ser- 
vices system. 


POLICY OBJECTIVE 


The Policy sets forth nineteen objectives intended to reduce the most 
widespread health and social problems affecting the public. 


These targets make it necessary to select the most effective methods and 
action strategies for the health and social services system. 


They link a set of actions to be done by other sectors of society. 


THREE PRINCIPLES 


The Policy's goals and strategies are founded on three principles. 


Health and well-being are conditions arising from ongoing interaction be- 
tween the individual and the environment. 


Health and well-being are no longer defined as t 


, he mere absence of dis- 
ease and social problems. Instead, they denote 


“the physical, mental and 


Shared responsibility 


An investment 


social capacity of a person to function in his environment and perform de- 
sired roles, in a manner acceptable to both the person and groups to which 
he or she belongs.” (Act respecting health services and social services, 
1991, Chapter 42). From this perspective, health and well-being are seen 
primarily as a resource for everyday life. 


Actions designed to improve health and well-being must take into account 
individual capacities and local resources. They must enable individuals to 
make decisions affecting their lives, and allow the family to play its essen- 
tial role. They must encourage community vitality and solidarity. 


The maintenance and improvement of health and well-being depend on a 
balanced sharing of responsibilities among individuals, families, communi- 
ties, public authorities, and society as a whole. 


This position reconciles two viewpoints that have long been in conflict : On 
the one hand, proponents of individual responsibility give the individual all 
the credit or all the blame for the ways things turn out. At the other extreme, 
society is held responsible for all problems. The idea of health and well-being 
as a shared responsibility provides a more accurate view of reality. 


Services will always play a complementary supporting role, but are no 
substitute for the individuals, families and communities. 


Public health and well-being is a fundamental investment for society. 


For the individual, health and well-being are important for satisfaction and 
fulfilment in life. For society, healthy citizens are a guarantee of vitality and 
progress. 


The money and energy that society devotes to improving health and well- 
being must therefore be viewed first as an investment rather than an ex- 
pense. But like any investment, it should be directed to the most effective 


solutions. 


It is now acknowledged that overexpansion of the services system may 
have negative effects, not only on our prosperity through the increasingly 
large expenditures these services necessitate, but also on public health and 
well-being. In fact, while health and social services constitute a major eco- 
nomic activity, poorly managed investments could be counter-productive. 
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and well-being. 


POLICY COMPONENTS 


There are three parts to the Policy. The first describes the existing situation. 
It reviews the evolution of health and well-being in recent years and offers 
a brief assessment of the problems that have the most serious effect on 
Quebecers. It outlines the way in which the services system operates. Final- 
ly, drawing on increased understanding of the source of problems, it pro- 


vides a new direction for action. 


The second part sets forth nineteen objectives aimed at reducing problems. 
Each problem is analyzed and current intervention measures are evaluat- 
ed. Through this examination, priority courses of action can be adopted 
for each problem. 


The third part describes the strategies adopted to achieve policy objectives 
and improve public health and well-being. These strategies involve input 
from the whole of society, not just the services system. 


The Policy is more than a simple statement. It is intended to be a flexible 
guide which evolves in response to progress achieved, results attained, 
new problems that arise, and advances in knowledge. 


The Policy is in line with an international movement, initiated by the World 
Health Organization, which is currently prompting a reexamination of 
health systems throughout the Western world. In Québec, the Reform pro- 
vides an excellent opportunity to reexamine choices made to date in health 
and social services. The Policy adopts a new Orientation that will truly 


place the citizen, as an individual, at the centre of all actions concerning 
health and well-being. 


How have society's health and social problems changed in recent years? 
How has the services system responded to prevent and treat these prob- 
lems? Are these responses really effective, in light of our current under- 
standing of how the problems arise? 


Answering these questions serves to highlight the health and well-being issues 
facing Québec society. 


BETTER HEALTH, BUT NEW PROBLEMS 
AND PERSISTENT DISPARITIES 


The health of Quebecers has generally improved over the past thirty years. 
Average life expectancy today is 80.2 years for women and 72.8 years 
for men. These figures place Québec in the middle range of the most in- 
dustrialized countries. 


These gains largely reflect a substantial drop in infant mortality and deaths 
caused by injury and certain diseases, including hypertension, cerebrovas- 
cular disease, cancer of the stomach and uterus, and congenital defects. 


The infant mortality rate, which stood at 31.5 per 1,000 live births in 
1961, is now among the lowest in the world at 6.3. Death caused by car- 
diovascular disease has declined 30 per cent since the early 1970s, and 
traffic deaths are down by 50 per cent. 


These advances over illness and death are due to many factors, including 
the health insurance plan introduced in 1970. But above all, they reflect 
Québec’s progress since the beginning of the 60s. History demonstrates 
that the greatest improvements in health and well-being generally occur 
over a period of rising prosperity. The rapid development of Québec soci- 
ety has resulted in healthier living and working conditions. It has led to the 
introduction of social policies and created an environment more conducive 
to the health and well-being of the people. 


The rapid evolution of society also led to significant social changes in a very 
short time, involving an upheaval in values, affirmation of rights, the break-up 
of the traditional family, and a sharp drop in birth rates. In addition, Québec 
society is increasingly multi-ethnic. All these changes have had repercussions 


on health and well-being. 
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chronic illness. 


Quebecers are enjoying better health and living longer than in the ae 
More than four years have been added to healthy life expectancy since the 
end of the 1970s. However, women still live an average of pe year 
with disabilities, and men for eight years. The major causes of disability are 
cardiovascular disease, injury, mental illness and osteo-articular problems. 


Almost 800,000 Quebecers live with a disability. This amounts to one per- 
son in nine, a rate slightly below the Canadian average. 


So-called “diseases of civilization” have become more widespread. These 
include respiratory diseases, lung cancer, sexually transmitted diseases, 
and new problems such as AIDS. Other problems, while much less com- 
mon today, are still causing many deaths. This category includes cardio- 
vascular disease, cancer and injury. 


Social problems affecting individuals generally vary over the different 
stages of life. They are caused by family difficulties, or functional and so- 
cial integration problems associated with living conditions and situations 
such as poverty, limited education, difficulty finding work, behaviour prob- 
lems, illness or disability. 


Some social problems are closely related to changing values. Adjustment 
problems linked to disruption in the family partially explain the rise in cer- 
tain social problems among young people, including abuse, neglect, delin- 
quency and substance abuse. A changing labour market and inadequate 
job training are other factors restricting social integration opportunities for 
certain groups, especially young people and individuals with disabilities. 


Today's society is more sensitive to and intolerant of certain forms of be- 
haviour. Social attitudes to violence have chan 


to more widespread reporting of child abuse 
tion authorities. In addition, the feminist move 
posing and denouncing the various forms of vi 


ged over the years, leading 
nd violence to youth protec- 
ment has contributed to ex- 
olence against women. 


Disparity. i 


... between men 
and women 


The demands of persons with disabilities have shed light on social restric- 
tions that make integration difficult. The rise in chronic illness has accentu- 
ated this problem. Society is gradually adapting its facilities and services 
to help all citizens participate actively in social life. But adaptation remains 
a challenge, especially as the population ages. 


Inequality in health and well-being persists between men and women, 
among different socioeconomic groups and among regions. Some dispari- 
ties have become even more pronounced recently with the emergence of 
new forms of poverty involving single-parent families, unemployed young 
people and the homeless. These disparities among social groups are evident 
at all stages of life. 


life expectancy is seven years shorter for men than for women, and men 
run a greater risk of premature death attributable to certain behaviours. 
Accidents, suicide, and cancer of the respiratory system are to a great ex- 
tent male problems. Alcohol consumption is another major problem among 
men, and is often linked to accidents, violence and suicide. 


Women generally live in poorer health than men, considered from an over- 
all health perspective. This applies to all age groups except the under-15 
group, and to all socioeconomic groups. Women are more numerous 
among underprivileged groups, where disparities between the sexes are 
very pronounced. 


Among the ten major health problems identified by the 1987 Santé 
Québec Survey, nine affected women more than men. Leading the list 
were arthritic and rheumatic diseases, headaches, and mental problems. 
These problems affect twice as many women as men. In addition, women 
suffer more from serious depression and psychological anxiety, which have 
reached alarming proportions among girls aged 15 to 19 and among el- 
derly women living in extreme poverty. 


Conjugal violence, sexual assault and sexual abuse are primarily directed 
at women. These forms of violence often have long-lasting repercussions on 


mental health. 
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ke, compared to 23 per cent 


Forty-six per cent of poor people still smo : 
sical exercise and take more 


among the well off. The poor get less phy 
medication, especially tranquilizers. Twice as many are obese. 


The Santé Québec Survey shows that the poor run a double risk. They ex- 
perience a large number of stressful events, and feel them more severely. 
The survey notes a relationship between dissatisfaction with social life and 


a higher incidence of stress. 


The survey revealed that people who grew up in a troubled family environ- 
ment run a greater risk of encountering stressful events and have greater 
difficulty coping with them. It noted that cases of child abuse, neglect, 
delinquency, quitting school and child placement occur more often in un- 
derprivileged milieux. The number of teenage pregnancies is also well 
above average. | 


The greatest disparities in health and well-being occur in cities, between in- 
ner-city and working-class districts on the one hand and suburban areas on 
the other. In Montréal, healthy life expectancy is fourteen years shorter in 
poor districts; psychological and mental problems are much more common. 


Other significant disparities are evident between resource towns (based on 
mining, forestry or primary processing) and service-oriented towns. Life ex- 
pectancy can be as much as ten years shorter in resource towns. In some 
remote villages, the situation verges on the dramatic, with disability rates 
twice as high as in rural areas closer to cities, along with very high con- 
sumption of medication. 


Finally, appreciable differences are sometimes evident among regions 


Outlying regions experience higher mortality rates from cardiovascular dis- 


ease, lung cancer, respiratory illness and injury. More central regions have 
problems such as homelessness, drug addiction and AIDS 


The question of services 


SUCCESSES AND LIMITATIONS OF THE HEALTH 
AND SOCIAL SERVICES SYSTEM 


The present health and social services system was established in 1970 
with two broad objectives : to protect all citizens regardless of income 
from the risks associated with illness and social problems, and to improve 
public health and well-being. 


The elimination of financial barriers to services was a major advance in the 
Québec system. Moreover, the integration of health and social services un- 
der a single administration is a feature that many experts have recognized 
as extremely important and original. It allows a better grasp of interactions 
between health problems and social problems. Finally, the system of public 
financing provided for better cost control compared to other societies. 


The Québec system has an enviable record on several scores. In the area of 
avoidable deaths (death averted due to system intervention, for example, in 
cases of respiratory, hypertensive and cerebrovascular diseases), Québec 
ranks highest in the world along with Sweden, outranking the rest of Canada 
as well as Japan, France, England and the United States. Avoidable death ac- 
counts for about 5 per cent of overall deaths among people aged under 65. 


However, a number of shortcomings have been noted in recent years. 
Some have led to reorganization in the services system, but others call for 
a rethinking of its basic orientation. 


Services are no longer always considered a means to an end. They are 
given a value in their own right. 


The aging population, more widespread chronic illness, technological de- 
velopments and the emergence of new problems and expectations among 
certain groups have all brought greater pressure on the system to increase 
the quantity of services offered. 


This emphasis on service expansion has consequences for both the system 
itself and for society : 


© Decisions within the system are subject to pressures from the public, 
professional groups, interest groups and establishments, as well as pre- 
vailing conditions. Since there is virtually no limit to expanding services 
and it seems almost impossible to set priorities, the system is continu- 
ously subject to inflationary forces. 
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ment of other sectors. 


Inflationary pressures within the sy 


Since the solutions so far have always been found within the system, accord- 
ing to current thinking, other sectors of society are not encouraged to regard 
health and well-being as one of their responsibilities. The services system must 
sometimes cope with the consequences of decisions that create problems for 
the general public or certain groups. Similarly, managers and staff in the ser- 
vices network have litle incentive to seek solutions from outside their system. 


The Ministére de la Santé et des Services sociaux and its predecessor, the 
Ministére des Affaires sociales, have not always exercised the necessary 
leadership in service planning and evaluation. Information systems remain 
fragmented or inappropriate. Emphasis has been placed on developing 
services and related standards and controls. Certain areas have suffered 
from a lack of coordination. This is especially true for public health protec- 
tion and, in general, prevention. 


Since the system is primarily seen as a service provider, individuals have 
become “recipients”. This perception has gradually obscured an obvious 
fact that should be recalled : Individuals, families and communities are the 
Primary agents of their own health and well-being. 


In light of all these factors, it is not surprising that the health and social ser- 


vices system has had limited capacity to really address the causes of prob- 
lems. This is the major challenge we now face. 


One problem, one solution : 
An outmoded equation 


Socioeconomic factors 


should not be overlooked 


EXPLANATORY FACTORS : EVOLUTION OF 
KNOWLEDGE AND VALUES 


Science has too long conditioned us to analyze problems from the perspec- 
tive of simple cause and effect. In practice, this involves identifying the 
cause and then eliminating it or counteracting its effect. This model continues 
to prevail in today’s health and social services system. 


However, with the rise in civilization-related diseases and social problems, 
the “one problem, one solution” formula is proving inappropriate in most 
cases. Explanations must be found in a network of factors. 


Our understanding of the factors behind health and social problems has ad- 
vanced considerably over the last twenty years. The wide media publicity 
this information has received has led to the emergence and gradual en- 
trenchment of a new “health culture”. This new consciousness has given rise 
to demands for a cleaner environment and healthier consumer products. 


Rapid research advances in this area, and the wide attention it has attract- 
ed, have helped place life styles and behaviour at the forefront of con- 
cerns. Progress has in some cases been spectacular throughout the 
population. In general, life styles and behaviour have become much 
healthier, although smoking, alcohol consumption and unsafe sex are cur- 
rently on the rise within certain groups. 


The emphasis on prevention has given rise to new needs that traditional 
medicine does not address. New therapies have blossomed in recent years 
in response to growing demand. 


Starting in the early 1970s, widespread media focus on life styles has 
been part of a social trend sweeping Québec and the entire Western 
world. This trend has emphasized the primacy of the individual. 


Less attention has been placed on the socioeconomic determinants of 
health and well-being; that is, factors related to living conditions (income, 
housing, education, employment) and the social setting. Yet there is grow- 
ing evidence of multiple links between social, economic and cultural fac- 
tors and other determinants of health and well-being, and the influence 
they exert in different circumstances. These factors now appear predominant. 
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Studies involving individuals who recen 
ee j disease in the year after the death 


they are more susceptible to contracting ; 
as a result of weakened defence systems. Other experiments have shown a 


higher vulnerability to disease among people under stress due to difficulty 
coping with certain situations. The weakening of immune systems due to 
stress is more widespread in people who feel they have little control over 
their lives and who experience pressure from the social environment. 


Conversely, the quality of the social network has been found to have an im- 
munizing effect on the individual, particularly during periods of difticulty. It 
seems the network reduces symptoms caused by adjustment problems aris- 
ing from stressful events. 


It is now agreed that hereditary factors have their greatest influence early 
in life. As a person grows older, there is a gradual rise in the cumulative 
impact of social, economic and cultural influences. Studies on brain devel- 
opment have given us a better understanding of the relationship between 
child development, early ability to cope with situations, and the state of 
health in adulthood. 


Moreover, it has long been known that life style and behaviour do not de- 
pend strictly on personal choice. Human beings are influenced by circum- 
stances, values and beliefs. They are subject to a set of conditions. In 
short, individual choices arise from a series of psychosocial factors caused 
by interaction between the individual and the environment. 


These examples show that socioeconomic factors must receive much more 
attention than they have until now in measures to promote health and well- 
being. They also show beyond any doubt that health and well-being are 
highly interrelated, and in a sense are two sides of the same coin. : 


Three observations emerge from the foregoing analysis : 


¢ The overall health and well-being of Quebecers has greatly im- 
proved over the past twenty-five years; 


Despite universal access to services, the health and social ser- 
vices system has not managed to eliminate, or in some cases 
even reduce, disparities in health and well-being; 


The system must work with other sectors of society in order to 
achieve further progress in health and well-being. 


At this stage in the system's development, additional gains can be 
achieved only by setting well-defined objectives focused on the re- 
duction of specific problems. 


Adopting result-oriented objectives changes the dynamics of the 
services system. Intervention measures will no longer be selected 
for their intrinsic qualities alone. Instead, they will be judged on 
their contribution to preventing, reducing or solving problems, and 
fo compensating, supporting or facilitating rehabilitation and social 
integration. 
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An analysis of the state of health and well-being in Québec reveals nineteen 
problems that have the most serious effect on Quebecers. These problems 
were selected according to the following criteria : number of people affected 
(incidence, prevalence and history over time and area); seriousness of effects 
(death, disability, illness, physical and psychological distress), public attitudes 
(what is socially acceptable) and the availability of effective solutions. 


The problems can be organized into five groups : 


SOCIAL ADJUSTMENT 


. Sexual abuse, neglect and violence against children. 
. Behaviour problems among children and teenagers. 
. Delinquency. 

. Violence against women. 

. Homelessness. 

. Alcoholism and drug abuse. 


OOaKRWDNDN — 


PHYSICAL HEALTH 


7. Premature births or low birth weight, and congenital or genetic defects. 
8. Cardiovascular disease. 
9. Cancer. 


10 


11. Backache, arthritis and rheumatism. 


Injury. 


12. Respiratory illness. 


PUBLIC HEALTH 
13. Sexually transmitted diseases and AIDS. 
14. Infectious diseases. 
15. Dental health problems. 


MENTAL HEALTH 


16. Mental health problems. 
17. Suicide. 
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SOCIAL INTEGRATION 


18. Obstacles to the social integration of the elderly. 
19. Situations handicapping people with disabilities. 


An objective has been defined for each problem based on current 
knowledge and intervention opportunities. These objectives are pre- 


sented in the following form : 


© description of the problem, its scope and occurrence over time and 
area; 

e major explanatory factors; 

® groups most severely affected; 

© critical analysis of current intervention measures; 

© selection of the most effective methods for preventing or reducing 
the problem; 

e research. 
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SEXUAL ABUSE, NEGLECT AND VIOLENCE 
AGAINST CHILDREN 


THE PROBLEM 


The exact number of child abuse and neglect cases is nof known. There is 
also no way of knowing if they are more numerous and serious today than 
in the past. What is known is that they are showing up in a new social 
context marked by the diversity of family models, poverty among single 
mothers and young parents, and isolation and solitude of certain parents. 


Social service centre figures for 1990 reveal that 9,435 children were taken 
into custody by youth protection authorities in cases of neglect, including 
1,271 cases of physical abuse and 1,550 of sexual abuse. These figures do 
not include reports not acted upon, cases reported by parents themselves, 
and situations identified but not reported to youth protection agencies. 


The number of reports is not an objective measure of the magnitude of the 
phenomenon, since it can vary depending on social attitudes of the day. 
Reports of actual interventions reflect only the most serious cases, and their 
number can vary with changes in explicit and implicit rules guiding the 
case evaluators. 


Nevertheless, the number of reports can be a useful measure. This number 
appears to have peaked in recent years at a level of about 50,000 a year. 
Available information does not reveal any significant variation among regions. 


The objective of reducing child neglect and physical and sexual abuse 
should translate into a 20 per cent reduction in the number of reports re- 
quiring intervention by youth protection agencies over the next ten years. 


EXPLANATORY FACTORS 


The causes of these problems are numerous, complex and poorly under- 
stood. A distinction should first be made betwe : 
cal abuse or neglect. Sexual abuse within the family is attributable 
primarily to the lack of a father-daughter bond and to the emotional and 
sexual immaturity of the adults involved. 
who is not the child’s natural parent. 


en sexual abuse and physi- 


It most often involves someone 


Physical abuse and neglect are more often linked with poverty and hard- 
ship than sexual abuse. Nevertheless, most poor families do manage to 
provide an appropriate environment for their children despite difficult con- 
ditions. A Québec study reports that, in cases of equal poverty, the risk of 
violence is lower in settings that offer the greatest social support in the 
form of self-help networks, day care, and satisfactory professional relation- 
ships. Social isolation appears to be common among families affected by 
sexual abuse, violence and neglect. 


Significantly, these problems recur from one generation to the next. Sexual 
abuse, neglect and violence severely harm the social development and ad- 
justment of child victims. They are more likely to experience adjustment 
problems in adulthood and become violent, negligent and abusive parents 
themselves. 


THE MOST AFFECTED GROUPS 


There are conspicuous variations among different socioeconomic groups in 
the incidence of violence and neglect. Youth protection authorities take on 
six or seven times more cases in poor neighbourhoods than in well-off ones 
among francophones on the Island of Montréal. 


Sexual abuse within the family most often affects daughters. 


Neglect and physical or sexual abuse seem to be on the rise in certain Inu- 
it communities. 


CURRENT MEASURES 


In Québec, three reports were recently published on the needs of youth 
and service development : Un Québec fou de ses enfants (the Bouchard 
Report), La protection sur mesure, un projet collectif (the Harvey Report Il), 
and La protection de la jeunesse, plus qu‘une loi (the Jasmin Report). In the 
view of these reports and the opinion of the parties involved, the Youth Pro- 
tection Act in effect since 1979 has borne fruit. Québec now has an excel- 
lent reporting system. Methods of evaluating the seriousness of reported 
cases have also clearly improved since the implementation of measures 
recommended in the Rapport sur I’analyse des activités de réception et de 
traitement des signalements, d’évaluation et d'orientation en protection de 
la jeunesse (the Harvey Report I). 
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In addition, the level of recou t differences in statis- 


than in other Canadian provinces, taking into accoun 
tical methods from one province to another. 


ially i f work or- 
However, there is room for improvement, especially in the area o 


ganization and handling interventions outside the court system. 


Although child protection is well established, there are weaknesses in ser- 
vices and assistance for families such as respite care, material aid and 
counselling. Interventions too often have the effect of discrediting the par- 
ent’s role, making it more difficult to reintroduce the child into the family after 


temporary removal to a foster home. 


In addition, measures can extend over long periods — often more than two 
years. However, they lose most of their effectiveness after eighteen months. 
Effectiveness is determined more by the intensity of measures in the first 
few months than by overall duration. 


The Youth Protection Act has led to a certain “de-responsibilization” of 
people and organizations working with young people, especially in 
schools and CLSCs. Vagueness in the respective roles of CLSCs, rehabilita- 
tion centres for young persons with adjustment problems and youth protec- 
tion workers, as well as lack of concerted action, leads to overlapping 
activity and undermines service continuity. 


The Youth Protection Act has not fully succeeded in its objective of avoiding 
legal proceedings. The courts should be an instrument of last resort in the 


great majority of cases. There should also be changes in the judicial sys- 
tem to make it more humane. i 


Finally, the concept of prevention has not yet really become part of the 
world of children in difficulty. Human resources in this tield, while skilled 
and motivated, are not equal to the magnitude and difficulty of the task. 
Problems are not being tackled at their source, and measures have not 


been developed to reduce repeat occurrences by restorin 


g satisfactory living 
environments. 


PRIORITIES FOR ACTION 


1. Better targeting of preventive measures to reduce problems at their 
source. 


This is the key recommendation of the Bouchard Report, and it expresses 
the direction favoured by many experts. A prevention strategy focused 
on those communities and regions with the greatest number of families at 
risk, combining a variety of individualized intervention measures with more 
general social measures, has the greatest chance of success. This calls for : 


= Putting more emphasis on family assistance rather than foster homes. 


Providing greater support for existing community-based initiatives 
such as family centres and parents’ centres, and encouraging com- 
munity spirit. 


= Developing strategies aimed at regions rather than families or indi- 
viduals, in order to avoid social stigma. 


For example, Québec might draw inspiration from the Ontario pro- 
gram “Better Beginnings, Better Futures”, which combines a number of 
promising measures in regions with the greatest risk and the greatest 
motivation to participate in the experiment. It would involve the gradv- 
al implementation of a number of prevention programs, starting in 
CLSC territories with the worst poverty and the highest reporting rate. 


= |ntroducing measures aimed at increasing selfesteem and a feeling 
of competence among parents tending toward abusive behaviour, 
and developing greater sensitivity to the needs of the child. 


2. Respecting the parental role and offering better support. 


This course of action is a corollary to the first. In today’s society, many 
parents feel isolated and confused when their children experience seri- 
ous difficulties. It is important to respect their role, provide community 
support and, in particular, make fathers more responsible. This calls for : 


= Supporting the development and maintenance of the child-parent 
bond and parenting skills in an intensive and timely fashion during 
the first year after birth, in particular through prenatal accompani- 
ment, postnatal respite services, and infant stimulation programs. 
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3. Improving the effectiveness of day-to-day operations involving child 


protection and custody. 


This course of action is amply described in the Harvey Report II and the 
Jasmin Report. It does not mean reforming the system from top to bot 
tom, but further investment in protection systems should wait until their 
effectiveness and efficiency has improved and better cooperation is se- 
cured among all the parties. This calls for three measures : 


= Reorganizing day-to-day operations, in particular by developing flex- 
ible mechanisms of clinical rather than administrative supervision, 
and promoting stronger concerted action among parties involved. 


= Reallocating resources to provide for more intensive intervention 
spread over a shorter time frame. 


Reducing recourse to youth court by assigning a principal social 
worker to each case, following an individualized program, provid- 
ing mediation training for social workers who are in positions of au- 


thority during interventions, and putting more emphasis on voluntary 
measures. 


RESEARCH 


Improve information systems and expand evaluation research 


for youth 
services. 


Evaluation research must accompany the experimental introduction of 
any new intervention model to quickly reorient, if need be measures 
with limited or no effectiveness. 

Undertake longitudinal epidemiolo 


gical studies to improve know! 
and intervention. : —_ 


i 
OBJECTIVE 2 


By the year 2002, reduce 
the most serious behaviour 
problems among children 
and teenagers 


BEHAVIOUR PROBLEMS AMONG 
CHILDREN AND TEENAGERS 


THE PROBLEM 


The most serious behaviour problems involve consumption of alcohol and 
drugs, prostitution, attempted suicide and running away from home. 


Children and adolescents with behaviour problems are often socially with- 
drawn. 


Over the last three years, these children constituted almost one quarter 
(23.4%, or 3,800 children and teenagers) of cases processed by youth 
protection authorities. 


Behaviour problems should be distinguished from other difficulties experi- 
enced by young people : violence, abuse, neglect, delinquency, homeless- 
ness. It would be wrong to associate them completely with delinquency 
and deal with them solely through the Young Offenders Act. Moreover, 
young people with behaviour problems cannot be considered in the same 
category as victims of parental abuse, neglect and violence, even if these 
factors may be at the source of the behaviour problem. 


EXPLANATORY FACTORS 


Young people develop low self-esteem due to many factors including 
poverty, repeated failure at school, family break-up and reconstitution, and 
parental violence and drug abuse. Such experiences increase the risk of 
behaviour trouble, dropping out of school, delinquency and substance 
abuse. In some cases, they can lead to suicide. 


In addition, it is important to consider the situation in which young people 
find themselves when they reach adolescence. It is often marked by : 


© competition and an emphasis on excellence, which leaves little room 
for the notion of optimal development of each individual’s potential 


and differences in learning styles and abilities; 


© insecurity and uncertainty about the chances of finding a steady job; 
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e insufficient preparation for sexuality and family life, which can begin 


very early for many young girls; 
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© social isolation and a lack of support resources or of plac p 


portunities to be heard and express oneself; 


¢ despair among young people whose personal dreams of having a lov- 
ing family and a welcoming environment have been dashed. 


Finally, we know that in half the families necessitating intervention following 
serious cases of physical abuse and neglect, the child victims will have behav- 
ioral and delinquency problems later in life. Seriously neglected and badly 
treated children who cannot soon find a compassionate adult for support de- 
velop feelings of hatred and frustration. They lose their selfesteem, become 
regular drug users in some cases, and go so far as to take their own life. 


THE MOST AFFECTED GROUPS 


Young people with behaviour problems who are seen by youth protection 
authorities come mainly from poor families. 


Longitudinal studies point out a significant inter-generational recurrence of 
social adjustment problems. Many young people experiencing such prob- 
lems will have greater difficulty taking on parental responsibilities. As a re- 
sult, their children run a higher risk of being neglected or abused and 
developing their own adjustment difficulties. 


The social and inter-generational tensions found in Native communities and 
recent immigrant families have a serious impact on the children involved. 
They have higher school dropout rates and behaviour problems. 


CURRENT MEASURES 


The same concerns apply here as in cases of 
neglect : The quality of the reporting and eval 


nesses In organization; working around the court system; intensification of 
intervention; and finally, the need for greater prevention 


sexual abuse, violence and 
uation system; certain weak- 


PRIORITIES FOR ACTION 


1. 


Making the high school climate a stimulating environment, a place for 
development as much as learning. 


An overall approach must be used instead of measures that stigmatize 
the most disturbed or troubled children by focusing on them alone. 
There should be more social workers, psycho-educators and guidance 
counsellors, especially in underprivileged CLSC territories. Their mis- 
sion, aside from helping young people in difficulty, must be to con- 
tribute to a better school environment through measures such as student 
newspapers and other group activities, an anti-violence campaign, sex 
education, etc. 


Reducing the drop-out rate. 


Since behaviour problems are closely linked with dropping out of 
school, preventing such problems necessarily involves keeping young 
people in school. Parents and all social agents must work together to- 
wards this goal, currently a priority objective for the Ministére de |’Edv- 
cation and its network. 


Specifically, preventing behaviour problems calls for more concerted 
action between the Ministére de la Santé et des Services sociaux and 
the Ministére de I’Education, along with an alliance among CLSCs, 
youth protection centres (formerly social service centres) and schools. 
Keeping young people in school must start in grade school or before, 
when the child is preparing for school. Children with behaviour prob- 
lems observed in grade school often turn into high-school dropouts. 


RESEARCH 


Evaluate intervention programs and services in a systematic way. 


Conduct longitudinal epidemiological research to improve knowledge 


and intervention. 
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DELINQUENCY 


THE PROBLEM 


The number of delinquent youths does not appear to have increased over the 


last ten years. But their offenses are more serious today, iH in Mon- 
tréal. Property crimes, such as shoplifting and burglary, are “as 
while weapons possession and crimes against persons are on the rise : bat- 
tery, sexual assault, attempted murder, and murder. Cases of battery and 
sexual assault doubled from 1,896 to 3,517 between 1986 and 1989. 
Placed in the context of the past thirty years, the rise in crimes against persons 
is significant and constitutes a special feature of today’s delinquent behaviour. 


The total number of young people arrested in 1989-90 was 25,325, repre- 
senting about 4.6 per cent of adolescents aged 12 to 17. The number of chit 
dren taken into custody by youth protection authorities amounted to 10,865. 


EXPLANATORY FACTORS 


A typical delinquent youth is in the third year of high school and lives in a 
poor district with a single-parent mother; the father has deserted the family. 
Poverty constitutes a significant risk factor, even if most young people from 
poor families emerge in good shape. For a given level of poverty, factors 
presenting the highest risk are substance abuse, alcoholism, parents who 
had adjustment problems at school (especially the mother), parents who 
were young when the child was born, and family break-up. 


The major causes of delinquency can be arranged in three categories : 
° Individual factors : problem temperament, deficient physical and intel- 
lectual capacity, self-centred personality, school adjustment problems, 


social exclusion, association with other delinquents, and practice of 
non-conventional activities. 


* Family factors : family break-up during adolescence, young single-par- 
ent mother (under 21 when child was born}, mental health problems 
alcoholism, drug abuse and criminal activity on the part of the eeieriia 
weak parent-child bond, conjugal strife, inconsistent and nedeqnets 
disciplinary methods, and absence of the father. 


¢ School factors : no preparation for school, inadequate schools, lack of 
student life, poor moral and civic education, no high school diploma, 
no early detection of learning difficulties. 


e Community factors : lack of social organization, shortage of social, 
recreational and cultural facilities, presence of a criminal element and 
anti-social gangs. 


* Social factors : poverty, ethnic diversity, insufficient health and social 
services, lack of respect for the law, poor controls on illegal sub- 
stances, not enough schooling, inadequate protection of people and 
property. 


THE MOST AFFECTED GROUPS 


Delinquency is often considered a boy's activity. Year after year, boys out- 
number girls ten to one in police statistics. Studies show that most boys 
commit at least one delinquent act. Some show a greater risk of repeat of- 
fenses than others. Since 1980, however, female delinquency has been ris- 
ing faster than male delinquency. But the offenses they commit are 
different, more in line with their status as minors : running away from 
home, incorrigibility and immorality. 


Serious crime and delinquency is largely concentrated in the poorest urban 
districts and communities. These areas also have the greatest number of 
delinquent gangs. However, social class is unimportant in cases of minor 
delinquency such as petty theft, vandalism and fighting. 


Official statistics show that quantitative variations in delinquency among 
regions are generally quite small. However, Montréal is the scene of the 
most serious offenses. 


Certain ethnic communities in poor neighbourhoods are struggling with se- 
rious delinquency problems among their young people. 


In some Native communities, young people aged 12-17 are twenty times 


more likely than other Québec teenagers to be under surveillance by social 
services following delinquent behaviour. 
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CURRENT MEASURES 


The intent of the Young Offenders Act is to accord special status : ahi 
ers under 18 years of age in order to help them rosaries their aa ; Fe 
ment problems and prevent repeat offenses. Québec also esta lished a 
Youth Court which mainly deals with cases under the Youth Protection Act. 


In recent years, Youth Court has made considerable progress adapting to 
the special needs of young people. Judges are better trained, time frames 
are shorter, and the opinions of social workers are more respected. Howev- 
er, there are still complaints about delays. More than eight months often go 
by between arrest and sentencing, raising the risk of recidivism and “de-re- 
sponsibilization” of the young people and their families. This slow pace is 
due to the time that police, social workers, lawyers and judges take to 
agree on “alternative” rehabilitation measures such as community work. 


Services provided by rehabilitation centres for young people with adjust 
ment problems have improved in recent years, but Québec is investing too 
heavily in these large institutions. In 1989-90, their overall budget amount- 
ed to $320.4 million, including 25 per cent for young offenders and the 
rest for cases under the Youth Protection Act and the Act respecting health 
services and social services. In the same year, the Ministére de la Santé et 
des Services sociaux spent a total of $601.4 million on youth in difficulty. 
Boys make up more than two thirds of the population in these rehabilitation 
centres. However, evaluations of this service show that it has not always 
met its rehabilitation and social reintegration objectives. Many modern so- 
cieties are reported to have acted earlier and done more than Québec in 
reducing the size of such institutions. 


Today's social services are geared to respond primarily to emergencies. 
The most urgent situations, which fit more into the framework of the law, 
generally involve delinquent boys. Girls cause less disturbance and inter- 
nalize their problems more. Their problems often show up through failure 
at school, sexual precocity, pregnancy, and child neglect. But social ser- 
vices are relatively less concerned with girls, even though studies are unan- 
imous in demonstrating that a mother’s Psychosocial adjustment is of 
capital importance to the development of her children. 


PRIORITIES FOR ACTION 


1. Making fathers more responsible and strengthening bonds between 
parent and child. 


2. Working in the schools. 


Workers from both the legal system and social services should work 
more closely with schools so they can better follow the progress of 
young people on probation and also help improve school atmosphere. 


3. Emphasizing flexible intervention measures within the community. 


= Invest more in flexible placement resources within the community. 


= Encourage psycho-educators to work more in the community, espe- 
cially through CLSCs and schools. 


= Expand respite care for parents in difficulty. 


4. Seeking a better balance of investments between boys and girls in diffi- 
culty and giving special attention to girls from poor families. 


The contemporary reality of single parenthood shows that mothers still 
play a bigger role than fathers in the education of children. By working in- 
tensively with girls experiencing social adjustment problems such as drop- 
ping out, teenage pregnancy and behaviour problems, chances are better 
for breaking the vicious circle of absent father, struggling mother and 
delinquent son. It is also important to act early, with children under 5 
years of age, before social adjustment problems make their appearance. 


5. Introducing changes to improve the effectiveness of intervention mea- 
sures under the Young Offenders Act. 
= Adapt legal procedures to facilitate participation by parents. 


= Reorganize procedures to shorten time frames, and emphasize alter- 


native measures. 
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= Provide mediation training for social workers who are in positions 


of authority during interventions. 


= Revise probation techniques. 


RESEARCH 


© Conduct longitudinal studies on the development and prevention of social 


adjustment difficulties. 
° Continue evaluation of programs and measures. 


° Study the effects of social adjustment assistance programs for young 
people, giving priority to girls and their families. 
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OBJECTIVE 4 


By the year 2002, reduce 


cases of domestic violence 
against women 


VIOLENCE AGAINST WOMEN 


THE PROBLEM 


Conjugal violence is an increasingly well-documented phenomenon. It can 
take many forms : threats, intimidation, blows, burns and sexual violence, 
and it has a serious effect on the victim’s physical and mental health. In some 
cases, it even leads to murder. According to a Canadian study conducted in 
1989, immediate family members were involved in more than a third of 
solved cases of murder. In most cases, a woman is the victim of her spouse. 


Current data on conjugal violence in Québec are only estimates, but the 
next Santé Québec Survey will provide a reasonably reliable indicator of 
the extent of physical, verbal and sexual violence between spouses. We al- 
ready know that the phenomenon is widespread, given the number of peo- 
ple turning to social, legal and community services for help. For example, 
three out of five phone calls to police involve family disputes. Conjugal vio- 
lence affects 10-15 per cent of women living in a couple, amounting to 
about 200,000 Quebecers. A Canadian study showed that 18 per cent of 
married or common-law husbands admitted to violent behaviour against 
their wives during the year, and 10 per cent say their blows were capable 
of causing serious injury. 


Children who witness this violence are also seriously affected. They are 
also more likely to follow the same pattern in adulthood. Violence against 
young women during dates is another phenomenon that is attracting more 
attention from researchers. 


The objective in reducing domestic violence against women is to achieve a 
10 per cent reduction in the number of cases. The next Santé Québec Survey 
will make it possible to track this problem more accurately. 


EXPLANATORY FACTORS 


Research cannot demonstrate clear cause-and-effect links between conjugal 
violence and its many associated variables. Certain socio-cultural factors 
tend to favour violence, particularly the belief that women are not equal to 
men, a social tolerance of violence against women, and isolation. Violent 
tendencies are also exacerbated by individual factors such as alcohol, 
stress or personal experience of violence. 
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THE MOST AFFECTED GROUPS 
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CURRENT MEASURES 


Québec compares well to other countries in its policies concerning vio- 
lence against women and assistance to victims through community organi- 
zations and the health and social services network. Women’s shelters are 
generally highly rated by women who use them. 


Women’s centres are recognized as an important complement to the shel- 
ters through their interventions, awareness-raising activities and accompa- 
niment for women not ready to go directly to shelters. In fact, only an 
estimated 10 per cent of battered women use the shelters. 


Services for violent spouses are also highly rated, particularly efforts to in- 
tegrate them in a common approach with services provided by CLSCs and 
women’s shelters for victims. This approach positions the phenomenon of 
violence as a male strategy to control women, a strategy supported by so- 
cial inequality between the sexes. 


Despite all these efforts, concerted action is still lacking, especially be- 
tween the Ministére de la Santé et des Services sociaux, the Ministére de 
la Justice and the Ministére de la Sécurité publique. This situation limits the 
effectiveness of work with victims and aggressors, and results in shortcom- 
ings in the placement and accompaniment of women during legal pro- 
ceedings, an area where Québec compares less favourably with other 
countries. In intervention circles, combined application of social and legal 
measures is seen as an essential condition of effectiveness. 

A new approach is being tried on a pilot basis in certain social service 
centres, particularly the Social Service Bureau in eastern Montréal. It in- 
volves an integrated approach aimed at all family members aflecie by 


conjugal violence, both adults and the children who witness it. It is increas- 


ingly recognized that children are just as affected by conjugal violence as 
if they themselves had been abused. This integrated approach is based on 
protecting the victim’s safety; it consists of interrelated services for all fami- 
ly members, in the same location if possible. In cases where the locations 
are different, coherent and concerted action is necessary. For example, 


consideration is being given to twinning women’s shelters with centres for 
violent spouses. 


Prevention and detection is another area in which Québec rates poorly. 
Despite some progress, for example, few doctors are able to detect female 
victims of violence, although they are by far in the best position to do so. 
Priority must be given to sensitizing and training doctors in this area. 


Public awareness campaigns, such as the one launched jointly by the 
Fédération des maisons d‘hébergement, the provincial and federal govern- 
ments and the Chambre des notaires, are important and must continue. A 
decrease in conjugal violence requires profound cultural changes that will 
take long-term effort at all levels. 


PRIORITIES FOR ACTION 


1. More cooperation for greater effectiveness. 


= Increasing concerted action among government departments to bet- 
ter protect and assist victims going through the legal process. 


= Examining all policies and programs having a negative impact on 
women who decide to leave their spouses, and helping them better 
their social and economic situation. 

= Ensuring protection of victims and coherence of interventions address- 


ing everyone involved — victims, aggressors and child witnesses - 
through regional roundtables and an integrated approach. 


2. Sensitizing health and social workers and the public. 


= Making a priority of sensitizing and training personnel in the health 
and social services network, especially doctors, and in the legal field. 
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= Continuing public awareness campaigns to reac 


as is being attempted for drinking and driving. 


3. Provide more support to the community network. 


= Ensuring adequate funding of community organizations working 
with battered women, such as shelters, women’s centres and rape 


crisis centres. 


= Officially recognizing legal and social service organizations for vi- 


olent spouses. 
RESEARCH 
® Develop indicators to measure current use of women’s shelters and im- 
prove monitoring of the use of the legal system, health services and 


medical clinics. 


The indicator of prevalence to be supplied by the Santé Québec Survey 
will constitute another major contribution to this aspect. 


¢ Continue to evaluate the effectiveness of assistance programs for victims 
and aggressors, as well as prevention programs. 
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OBJECTIVE 5 
By the year 2002, prevent 


homelessness and, partic- 
ularly in Montréal and 


Québec City, reduce its 
consequences and pro- 
mote social reintegration 
of the homeless 


HOMELESSNESS 


THE PROBLEM 


Homelessness is a very real problem that now forms part of Québec’s so- 
cial fabric. It is growing rapidly and now extends to women and young 
people, segments of the population that were once relatively unaffected. It 
is difficult to quantify the homeless in Québec, as no recognized operoa- 
tional definition exists. However, on a yearly basis, it is estimated that 
there are between 10,000 and 15,000 people in Montréal who, at one 
time or another, have no place to sleep. In Québec City, on an annual ba- 
sis as well, the homeless population is estimated at about 400 individuals. 


Homelessness is a phenomenon which is difficult to define. The absence of a 
tixed address is its most evident characteristic. Homelessness should be de- 
scribed in terms of three main categories, without confusing the chronic 
homeless with the homeless population as a whole. The chronic homeless 
represent only 10 to 15 per cent of the homeless population. Duration and 
frequency of homelessness are the criteria used to distinguish among the 
three categories : 


e the chronic homeless, who have had no stable lodgings for a lengthy 
period (generally over twelve months); 


e the episodic or cyclic homeless, who alternate between an apartment 
or room and the street; 


e the “situational or transitory” homeless, who, for one reason or another, 
are temporarily without lodgings. 


These distinctions based on residential status make for a better-targeted ap- 
proach to the phenomenon. Other conditions are also associated with 
homelessness. According to the Comité des sans-abri de la ville de Montréal, 
a homeless person presents one or more of the following characteristics : 


° no fixed address and no prospect of stable, safe and salubrious lodgings 
for the sixty days to come; 


e very low income; 


© access to services not as easy as for other citizens because of discrimi- 


natory attitudes; 
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social 
© mental health, alcohol or drug-related problems or problems of 


dysfunction; 
© noadherence to any stable social group. 


For many people, situational or transitory homelessness is often a rapidly 
deteriorating situation that leads to chronic homelessness. 


Three quarters of the homeless suffer from some sort of physical ailment. The 
most common health problems are diseases of the circulatory and respiratory 
systems. The incidence of AIDS is particularly high. Severe mental disorders 
are also prevalent among the homeless in Montréal : about 40 per cent suffer 
from mental illness, 10 per cent of whom have a severe disorder such as 
schizophrenia. But few of the homeless benefit from ongoing medical atten- 
tion; many come up against obstacles making access to social and health 
services difficult. 


EXPLANATORY FACTORS 


Poverty and problems related to housing constitute the socioeconomic 
causes of homelessness. Factors that play a decisive role include the lack 
of family unity, the breakdown of the family, the rise in divorce, separation 
of children from their family (foster homes), low level of education, unem- 
ployment, and abuse of drugs or alcohol. Three in four homeless people in 
Montréal have a problem related to the consumption of psychotropic sub- 
stances : alcohol and drugs, 44.5 per cent; drugs only, 9.9 per cent. 


THE MOST AFFECTED GROUPS 


People at highest risk of homelessness are : 


° the young, particularly adolescents between the ages of 14 and 


18 who were raised in foster homes; 


women in difficulty, particularly victims of conjugal violence: 
/ 


individuals coming out of institutions : ex 


| convicts, the intellectually im- 
paired, former psychiatric patients. 


The young 


People under the age of 30 make up a high proportion of the homeless 
population. Even without precise data, it is evident that the homeless popu- 
lation is getting younger. According to surveys, the percentage of young 
people varies from 25 to 46 per cent. They are more likely to have drug-re- 
lated problems than their elders (69 per cent versus 53 per cent among 
30- to 44-year-olds and 12 per cent or less among those 45 or over). 
There is evidence that the rising incidence of drug-related problems among 
the homeless is related to younger people joining the ranks. 


The family history of homeless young people is grim. Half of them come 
from a family environment with at least one of the following problems : al- 
coholism, mental illness, physical violence. Half of them were placed with 
foster families or in reception centres, the majority of them on more than 
four occasions. One third of homeless young women were victims of in- 
cest. Although the young homeless come from all social and economic 
backgrounds, many have a history of being abandoned. 


Women in difficulty 


The phenomenon of homeless women, although less visible, is by no 
means new. In Montréal, there have always been women with no fixed ad- 
dress. In the past, when these women were receiving assistance from chari- 
table organizations, they were known not as “homeless”, but as women in 
need, unwed mothers, or prostitutes. 


The average age among homeless women is lower than among men (37.5 
versus 42.8). Their access to the job market is more restricted : 13 per cent 
had some income from a job, compared with 24 per cent of the men. Half 
of the women (53.8 per cent) have children, whereas most of the men 
(70.3 per cent) do not. The majority of homeless males live alone, whereas 
women seek refuge in the Montréal area shelters for women. A large num- 
ber of women (between 30 and 50 per cent) go to such shelters after a 
spousal break-up, conjugal violence, or having decided to leave an alco- 
holic or drug-addicted spouse. The difficulty of assessing the scope of fe- 
male homelessness is compounded by the fact that it is linked in part to the 
problem of women victims of violence. 
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Individuals coming out of institutions 


Given the lack of transition facilities between an institution and the assis- 


tance network for the homeless, it is not surprising that people discharged 
from institutions are highly vulnerable to homelessness. However, de-institu- 
tionalization is only part of the reason for the growing number of homeless 
people. Upon their release from institutions, many psychiatric patients, ex- 
convicts and intellectually impaired people end up finding affordable lodg- 
ing, only to fall victim to the gentrification of downtown neighbourhoods, 
in the same way that other individuals without fixed addresses have been 


evicted from rooming houses and low-rent housing. 


CURRENT MEASURES 


In Montréal and Québec City, various organizations look after the chronically 
homeless, but little is done about prevention and social reintegration. Reli- 
gious communities and community groups that assist the homeless have shown 
great perseverance. The network of shelters and the action plan adopted joint 
ly by Montréal and the Ministére de la Santé et des Services sociaux have 
also made it possible to achieve satisfactory results. However, care must be 
taken not to channel all efforts into emergency assistance measures. 


PRIORITIES FOR ACTION 


In general, prevention and social reintegration efforts must be stepped up. 
The Ministére de la Santé et des Services sociaux and its network cannot 
prevent homelessness single-handedly; other sectors must become involved. 


1. Supporting families. 


= Offering support to families experiencing tensions, to prevent 


young people from leaving home or being thrown out. 


Particular attention must be paid to homeless 
tween the ages of 14 and 18. They hide to ay 
to Youth Protection officials. In doing so, they b 
ble, and certain “protectors” offer them dubiou 
these young people, the streets are sometim 
they look upon living on the street as their best 


young people be- 
oid being reported 
ecome very vulnera- 
s safety. For many of 
es safer than home; 
strategy for survival. 


2. Promoting social reintegration. 


In Montréal, the emphasis should be on discouraging homelessness 
and offering people alternatives to homelessness. 


In Québec as a whole, the authorities concerned must concentrate 
their efforts on preventing homelessness and, when the need arises, 
implementing social reintegration measures; the homeless should 
no longer be encouraged, directly or indirectly, to go live in Mon- 
treal or Québec City. The shelter network in Montréal must not be- 
come a referral centre for men in difficulty from every region of 


Québec. 


Continuing to support and develop shelters for young people es- 
tranged from their families or in a social reintegration phase after a 
stay in a rehabilitation establishment. 


Continuing to support community resources providing shelter for 
women in difficulty, in particular for victims of violence, and creat 
ing a similar buffer zone for men. 


For men experiencing difficulties in their personal or family lives, 
there are no shelter resources to ensure the transition between 
home or institution and the streets. Such transition facilities must 
therefore be created, and they must include human resources capo- 
ble of offering follow-up and rehabilitation services. 


Providing social housing (e.g., rooming houses and low-rent apart- 
ments managed by non-profit organizations), not only in Montréal, 
but wherever there is a need. 


Moreover, the Ministére de la Santé et des Services sociaux and its 
network must offer the municipalities the necessary human re- 
sources, so that social housing can fulfil its transition and social 
reintegration mission. 


Making education for young undereducated adults more accessible 
and more attractive : schools for recent dropouts, literacy classes, etc. 
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A similar effort must be made to develop the skills of young work: 
ing people, while at the same time placing increased value on inte- 
gration into the labour force, such as alternating between 


classroom instruction and on-the-job training. 


To succeed, these measures must be carefully monitored. A minimum 
of three social workers for every thirty individuals is recognized as 
effective in social reintegration efforts. Another success factor consists 
in offering services on the street; later, they can be referred to the offi- 


cial network of services. 


= Improving the accessibility and appropriateness of social and 
health services for the homeless. 


= Waging a vigourous fight against drug addiction and improving 
coordination of detoxification, housing and mental health services. 


RESEARCH 


¢ Conduct research on the reasons for the rapidly deteriorating state of 


health and well-being among many who have recently joined the ranks 
of the homeless. 


Continue epidemiological monitoring of the homeless. 
Means to carry out this monitoring are already available in Montréal 


and Québec City. Province-wide measures must also be set up to en- 


sure monitoring of this phenomenon in collaboration with organiza- 
tions that offer shelter and board. 


Assess the results of social reintegration efforts. 


E 
OBJECTIVE 6 


By the year 2002, achieve 
a 15 per cent reduction in 
alcohol consumption, a 
10 per cent reduction in 
the use of psychotropic 
drugs among the elderly 
and last-resort aid recipi- 
ents, and increase the 
number of people who 


will never use illegal drugs 
a 


ALCOHOLISM AND DRUG ABUSE 


THE PROBLEM 


Alcohol, sedatives and hypnotics, cannabis and cocaine are among the 
most widely used psychotropics. Their use can be occasional, sporadic or 
regular. In Québec, the use and abuse of psychotropics are considered 
major problems. Recent statistics confirm the widespread use of psy- 
chotropics, both illegal and legal. 


Although there has been a gradual drop in alcohol consumption since the 
late 1970s, alcohol remains the most widespread psychotropic. Québec 
has a higher alcohol consumption than the Maritimes, but lower than the 
rest of the provinces; 6.3 per cent of Quebecers over the age of 15 have a 
serious drinking problem. Alcohol is among the psychotropic substances 
whose consumption is frequently associated with severe problems. 


Alcoholism is among the four main causes of death and disability : every 
year, alcohol abuse is directly or indirectly responsible for 4,000 deaths. 
The life expectancy of an alcoholic is reduced by twelve to fifteen years; 
alcoholics are three times more likely to die before the age of 55 than non- 
alcoholics. 


Each year, traffic accidents caused by drinking claim about 500 lives and 
injure some 8,000 people. Alcohol consumption is a factor in about 30 per 
cent of cases of child abuse, and 50 per cent of victims of incest come from 
families affected by alcoholism. 


Alcohol abuse is also recognized as a serious and omnipresent problem in 
Native communities, although it is difficult to measure its extent. It is often 
associated with family violence and accidental death; male adolescents 
and young men are the most severely affected. 


Consumption of psychotropic drugs increases considerably with age in both 
men and women; 25 per cent of senior citizens use sleeping pills. In 1987, 
5 per cent of Quebecers reported having used tranquilizers within the two 
days preceding the Santé Québec Survey. The consumption of psychotropics 
(tranquilizers and hypnotics) is almost twice as high among women. 


From the age of 65, 23 per cent of women and 17 per cent of men use 
tranquilizers. In nursing homes, one beneficiary in three uses at least eight 
different drugs daily; three in four use tranquilizers. 
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steadily increasing. Doctors prescribe drugs in greater 
for the elderly and women. More and 
ve use of multiple substances. In 


Drug consumption is 
quantities, particularly tranquilizers, 


S| 
more, many of these patients make exces ane 
1987, senior citizens were given an average of 24.6 drug prescriptions 


each, five more than in 1983. Certain stimulants and tranquilizers repre- 
sented nearly one third of all prescriptions; more prescriptions for mild tran- 
quilizers are issued in Québec than anywhere else in Canada. 


According to estimates made by Santé Québec, about 20 per cent of the 
population has consumed illegal drugs at least five times, and at least once 
during the twelve months preceding the survey. Since 1985, the number of 
cocaine and cannabis users has more than doubled. Users of illegal drugs, 
whose numbers are increasing, start at an earlier age all the time. Be 
tween 20 and 30 per cent of young people use illegal drugs. In general, 
they start between the ages of 12 and 15. 


Too often, the consequences of drug abuse are devastating in human, eco- 
nomic and social terms. Physical and psychological dependence, erosion 
of the quality of life, poverty, criminality, homelessness, prostitution, unem- 
ployment, disease, AIDS, conjugal violence, parental neglect and physical 
abuse, suicide and road accidents are frequently drug-related. In addition, 
drug addicts are at risk of multiple mental disorders. 


Drug abusers often overuse government services, because their problems 
have legal, financial, medical and psychological repercussions for them- 
selves and their friends and families. 


EXPLANATORY FACTORS 


There is no single explanation for the use and abuse of psychotropics. It 


would be futile to look for a single cause, whether it be genetic, psycholog- 
ical or social. 


The substance itself, the way it is being used, the physical or mental state of 
the user and the environment in which drug use takes place, are all factors 
that influence the effects and consequences of psychotropic drug abuse 


Physical factors such as physiological vulnerability and physical pain, as 
well as psychological factors like low selfesteem, stress and anxiety, and 


emotional suffering are some of the reasons for the use and abuse of psy- 
chotropics. ie 


Such social factors as family problems, certain living and working condi- 
tions, and social pressure to use drugs are also part of the equation. 


In short, a series of factors, personal or social, are likely to influence drug use; 
these factors are particularly influential in establishing consumption patterns. 


THE MOST AFFECTED GROUPS 


Drug abuse is not restricted to a few clearly defined segments of the popula- 
tion. It affects every level of society and people of all ages. However, current 
data give some clues as to which groups are more likely to develop addictions 
to specific substances. According to recent findings, the elderly and women 
between the ages of 35 and 64 are more likely to abuse psychotropics. Men 
between the ages of 20 and 50 are at greater risk of alcohol-related problems. 
People who are divorced or separated, unemployed or retired, may easily 
become dependent on multiple substances. Young people between the ages 
of 15 and 24 form a very large part of illegal drug users; those between the 
ages of 12 and 15 are among the most vulnerable. 


CURRENT MEASURES 


In drug addiction, prevention calls for a number of players, specifically care- 
givers, educators and public safety authorities. Intersectoral coordination is re- 
quired. In recent years, prevention and health promotion efforts have been 
made. A budget was allocated to each of the regions in the health and social 
services network to set up a prevention program and to appoint a regional 
prevention coordinator. Many schools organize activities directed at students. 


In recent years, the emphasis has been on early prevention of drug addic- 
tion, but there are few systematic detection programs and no standardized 
measures are used. Early detection efforts are isolated initiatives. Employ- 
ee-assistance programs have been developed, particularly in major indus- 
tries and the civil service. 


Rehabilitation services are currently offered in rehabilitation centres and in 
certain short-term care hospitals. They are offered on an in-patient basis 
when a stay is necessary, and on an outpatient basis when a person is 
able to remain at home for the duration of the treatment. Intermediate re- 
sources that provide a safe transition environment are also available. A net 
work of private centres has been developed in the past few years. These 
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centres provide accommodations, most of them for a fee, for people with 
drug problems. The network needs to be consolidated to ensure onde ac- 
cessibility to the services in outlying regions, particularly for young people. 


i imarily on intervention within a 
In recent years, the emphasis has been primarily o eh bs 
person’s natural living environment. More and more, friends and love | 
ones are encouraged to become involved. Volunteer resources and mutua 
aid groups are developing and their contribution is becoming increasingly 


important in rehabilitation centres. 


Research to date has focused on consumption patterns among specific 
groups, the causes of consumption and the results of rehabilitation efforts 
among alcoholics. Despite the knowledge acquired on the various aspects 
of drug addiction, the phenomenon is spreading. In view of the scope of 
the problems associated with the use and abuse of drugs, the efforts made 
to date are insufficient. 


PRIORITIES FOR ACTION 
Reducing per capita alcohol and illegal drug consumption by 


I. Stepping up prevention and health promotion efforts, with the accent 
on services to young people and involvement of their families. 


Reducing excessive use of medication by 


2. Continuing to raise questions about the appropriateness of drug pre- 
scription practices, particularly with regard to the elderly and women, 
and accordingly reviewing the drug insurance program administered 
by the Régie de l’assurance-maladie du Québec. 


3. Encouraging the development of alternatives to the use of prescription 
drugs. 


RESEARCH 


* Promote research on the characteristics of consumers and the effective- 


ness of the measures taken, with special emphasis on coordination and 
consultation in all actions undertaken. 
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PHYSICAL HEALTH 


& 
OBJECTIVE 7 


By the year 2002, reduce 
premature births to less 
than 5 per cent, and the 


incidence of low birth 
weight to less than 4 per 
cent, and reduce the inci- 
dence of congenital or ge- 
netic defects 
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PREMATURE BIRTHS OR LOW BIRTH WEIGHT, 
AND CONGENITAL OR GENETIC DEFECTS 


THE PROBLEM 


Québec has very low rates of perinatal and infant mortality : in 1990, 6.9 
and 6.3 in 1,000 births, respectively, after 28 weeks or more of gestation. 
Only three countries have lower rates. However, compared with Europe, 
Québec has a higher rate of premature births (less than 37 weeks of gesta- 
tion) and low birth weight (under 2,500 grams). 


Between 8,000 and 9,000 low birth-weight or premature babies are born 
each year. Premature births have been on the increase over the past ten 
years (5.7 per cent in 1980, 6.6 per cent in 1990) and the incidence of 
low birth weight has decreased very slowly (6.5 per cent in 1990, 5.9 per 
cent in 1990). At the same time, in France a vigourous program has en- 
abled the rate of premature births to drop from 6.8 per cent in 1981 to 
4.8 per cent in 1988-89. For over twenty years now, Sweden has been 
able to maintain the rate of low birth weight at 4 per cent. 


An estimated 3,000 children (3 per cent) are born with serious congenital 
detects. However, a considerable number of genetic anomalies only show 
up in later years. 


Low birth-weight, premature or genetically anomalous newborns are more 
likely to suffer long-term consequences on their health, quality of life and life 
expectancy : they stay in hospital three times longer than other newborns dur- 
ing the first month of life, are offen re-hospitalized, and suffer disorders in their 
physical, intellectual or motor development, as well as respiratory, visual, au- 
ditory and language problems. Such children are more difficult, and therefore 
more likely to be abused or neglected. Half of children born very prematurely 
experience varying degrees of learning difficulty around the age of 8. 


The emergence in later years of symptoms with a genetic component may 
depending on their seriousness, have a major influence on the fealits 
quality of life and life expectancy of the individuals affected. Women a 
couples at high risk of bringing to term a child with one or more such 
anomalies generally hesitate to have children. 


Nearly 70 per cent of children who die befor 


e the age of 28 d 
born prematurely, with low birth weight or cong : aes 


enital defects. 


EXPLANATORY FACTORS 


Certain risk factors are known, particularly for low birth weight. Many 
questions remain as to the causes of premature birth and anomalies that 
show up at birth or later in life. 


Premature births and low birth weight are often the result of accumulated 
factors. 


Certain women are at greater risk of giving birth to a low birth-weight 
child. Determining factors are biological (excessive thinness before preg- 
nancy, small size, mother below the age of 20, multiple pregnancy, history 
of stillbirths); pathological (chronic disease or illness during pregnancy, 
congenital anomaly in the child); socioeconomic (income, education, mari- 
tal status, social isolation); life style-related (smoking, inadequate nutrition, 
alcoholism, drug addiction); or related to an inability of the health care 
system to address the needs of certain women (late or inadequate prenatal 
care, cultural or socioeconomic barriers to services). 


Despite the known socioeconomic and medical factors, premature birth re- 
mains, in the majority of cases, a phenomenon which is little known and 
difficult to predict. It has been linked to the mother’s history of premature 
births, miscarriages, and stillbirths, her age (below 20 or over 35) and the 
use of cocaine. 


Little is known about the impact of work on premature birth and low birth 
weight, and the subject is still controversial. The link is clear in certain stud- 
ies, less so in others. Certain working conditions may be responsible : hav- 
ing to lift heavy weights, fatigue, difficult working schedule, having to 
stand for long periods, stress, etc. 


Anomalies may be related to a disorder in chromosome pattern, biological 
factors (e.g., heredity, mother over the age of 35, chronic diseases in the 
mother, for instance diabetes), health-threatening habits (excessive use of 
alcohol or drugs), environmental factors (infections, pharmaceutical or 
chemical substances). In the majority of cases, however, the origin of these 
problems is unknown. The first trimester is the period during which the fetus 
is most vulnerable to teratogenic factors. 
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THE MOST AFFECTED GROUPS 


undereducated are more likely to give 
e children, because several risk factors 
born to parents living below 


Single mothers who are poor and 
birth to low birth-weight or prematur 7 
are combined. In Québec, one child in five is 


the poverty line. 


Statistics for 1990 show that among women with less than eleven years of 
education, 7.7 per cent gave birth to low birth-weight children and 7.8 
per cent gave birth prematurely, whereas among women with seventeen or 
more years of education, the rate of low birth weight was 4.2 per cent 
and that of premature birth, 5.5 per cent. 


Women who give birth at a later age, and women or couples with a family 
history of chromosomal, monogenic or multifactorial disorders are at high 
risk of having children with anomalies. 


Interregional disparities are evident, both in terms of premature births (5.9 to 
7.7 per cent in 1990) and low birth weight (5.4 to 6.9 per cent); the Kativik 
and James Bay regions are exceptions, with the lowest rate of low birth 
weight (2.8 per cent) and highest rate of premature births (7.8 per cent). 


CURRENT MEASURES 


The excellent performance of Québec’s health care system has greatly im- 
proved the chances of survival of newborns, but Québec is behind in the 
prevention of premature births and low birth weight. 


To prevent low birth weight and provide better support for underprivileged 
families, a number of CLSCs, in conjunction with community health depart- 
ments, have begun offering comprehensive prenatal care on an individual 
basis, using a promising approach or combination of approaches : a com- 
prehensive perinatal prevention program (Naitre et grandir égaux), the 
Montréal Diet Dispensary approach, the OLO program (oeuf, lait, crane 
for nutrition support, a psychodynamic approach, and so on. However 
too few physicians identify women and families requiring greater ps 
chosocial or nutritional support, and refer them to a CLSC. . 


Few efforts are concentrated on providing pregnancy follow-up to identify 
and support those women most likely to give birth prematurely. 


Parents who are carriers of an anomaly or who already have a child with 
a serious defect should be given all the information needed to make an en- 
lightened decision about the appropriateness of a pregnancy. Access to 
genetic counselling and prenatal diagnosis is not optimal in all Québec re- 
gions, and varies depending on the type of anomaly. 


Faced with a prenatal diagnosis of serious defect, the vast majority of par- 
ents choose voluntary termination of pregnancy. In the absence of an early 
diagnosis, or when parents decide to carry on a pregnancy, the individual 
and family implications can be weighty. Children and their families currently 
lack support, services are too few and follow-up is not commensurate with 
their problems. 


The Québec genetic medicine network does offer effective, profitable test- 
ing services, particularly for certain diseases. 


PRIORITIES FOR ACTION 


The ability of the health and social services system to provide care for vul- 
nerable newborns is better than its ability to ensure that babies are born 
healthy, at term and with sufficient weight. Thus, the emphasis must be 
placed on prevention, without sacrificing a generation of children. 


Reducing the number of children born prematurely and the incidence 
of low birth weight by 


1. Reducing poverty and its consequences among young families. 


Priority must be given to supporting underprivileged parents through a 
comprehensive, individual approach that respects their values. In terms 
of comprehensive perinatal prevention programs, this approach con- 
sists in offering parents close, continuous and personalized support, to 
meet the aggregate of physical, psychological, social and material 
needs. These programs must include solid education on nutrition based 
on the approach of the Montréal Diet Dispensary. 


2. Continuing to encourage adequate nutrition during pregnancy and the 
reduction of health-threatening habits (use of tobacco and alcohol, and 


consumption of cocaine and other illegal drugs). 
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are given appropriate information so 


3. Ensuring that pregnant women 
f premature labour. 


they can recognize the warning signs © 


4. Improving the quality of prenatal follow-up for all future mothers by 
systematically identifying risk factors and warning signs of premature 
labour, and by identifying families most at risk psychologically, socially 
and nutritionally, and referring them to a CLSC. 


In addition to improving the quality of life, a reduction in the incidence 
of premature births and low birth weight will alleviate the pressure on 
neonatology and pediatric units in years to come. 


Reducing the incidence of congenital and genetic defects by 


5. Disseminating information on toxic or harmful substances and on 
health-threatening habits, and promoting healthier living environments. 


6. Ensuring increased availability of counselling and follow-up of parents 
at high genetic risk. 


7. Preserving the freedom of choice of parents to undergo detection tests; 
ensuring better access to prenatal diagnosis, in particular for women 
over the age of 35; and ensuring, if need be, rapid access to pregnancy 
termination services for the serious anomalies detected. 


RESEARCH 
¢ Assess the effectiveness of preventive measures. 


¢ Identify warning signs and risk factors of premature labour, as well as the 
impact of various aspects of the prenatal diagnosis on premature birth. 


Measure the impact of protective job reassignment or preventive leave 
and the influence of work on premature birth, as well as on low birth 
weight, congenital defects and the health of the mother So as to pro- 


vide flexible, effective and acceptable solutions for women and em- 
ployers. 


° Measure the incidence of genetic and congenital defects 


iiss 
OBJECTIVE 8 


By the year 2002, reduce 


deaths attributed to car- 
diovascular disease by 
30 per cent 


CARDIOVASCULAR DISEASE 


THE PROBLEM 


The main forms of cardiovascular disease are cardiac or coronary is- 
chemia, cerebrovascular disease and hypertension. 


These diseases are the leading cause of death in Québec; they account for 
AO per cent of all deaths and 20 per cent of the total potential years of life 
lost. Coronary disease is by far the most prevalent : it is responsible for 
nearly 80 per cent of all deaths from cardiovascular disease. 


Cardiovascular disease also constitutes the main cause of hospitalization 
and the number two cause of long-term disability among the non-hospital- 
ized population. In the latter, nearly one in ten persons reports suffering 
from some form of cardiovascular disease. 


Since the early 1960s, mortality from cardiovascular disease has been declin- 
ing steadily. Québec is within the international average in this respect, but far 
behind such countries as Japan and France, which have the lowest rates. 


Although mortality is decreasing, the incidence of cardiovascular disease 
has remained virtually the same since the end of the 1970s. 


EXPLANATORY FACTORS 


The risk factors for cardiovascular disease are many. Atherosclerotic le- 
sions develop as a result of the simultaneous or successive action of risk 
factors, and worsen throughout childhood, adolescence and adult life. 


The main risk factors of coronary disease are smoking, hypertension and 
hypercholesterolemia. The presence of one of these factors doubles the risk 
of disease, two of them multiply that risk by four and three multiply it by 
eight. In Québec, an estimated 70 per cent of the population between the 
ages of 18 and 74 has at least one of these three risk factors. 


Obesity and sedentariness increase the risk of hypertension and hypercholes- 
terolemia. Diabetes can also increase the risk of cardiovascular disease. 
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In addition, people with a family history of cardiovascular disease have a 


predisposition to cardiovascular ailments. 


particularly in combination with 


Moreover, the use of birth control pills, : 
bearing on cardiovascular 


smoking, has been shown to have an indirect 


disease. 


Certain aspects of working life, for instance autonomy in decision-making, 
the possibility of exercising one’s skills and the absence of excessive stress, 


have a beneficial effect on the heart. 


THE MOST AFFECTED GROUPS 


More men than women die of cardiovascular disease, but the disease is 
more widespread among women. 


The mortality and incidence rates of heart disease increase rapidly with age. 


The mortality rate for cardiovascular disease is much higher among the un- 
derprivileged; this would explain the 25 per cent variance in potential 
years of life lost between the poor and the rich. 


The hardest-hit regions are the Outaouvais, Abitibi-Témiscamingue and 
Saguenay-Lac-SaintJean regions. In this last region, more women than 
men are affected. 


CURRENT MEASURES 


Drug treatment and surgery (coronary bypass, angioplasty, etc.) can in- 
crease the life expectancy and quality of life of people suffering from cardio- 
vascular disease. However, such measures are only palliative. Furthermore, 
there are problems related to coordination of services, distribution of cardiol- 
ogists over the territory and a shortage of new recruits in this profession. 


On the other hand, we are seeing a proliferation of clinics and laborato- 
ries in the areas of high-blood pressure, lipidic disorders and arrhythmia. 
Lipid clinics in particular would benefit from c 


i i ombining their services, 
which vary widely from one to the other. 


A number of commendable prevention initiatives have been taken by gov- 
ernment, universities, community health services and the private sector : 
heart health survey, exercise programs for the elderly in CLSCs, Acti-menu 
nutrition, product labelling, etc. In general, however, action on cardiovas- 
cular disease risk factors remains inadequate. In this respect, prevention ef- 
forts do not compare with those of other countries. 


In the areas of prevention, diagnosis and treatment, efforts are dispersed and 
a number of programs overlap. The resources in place — in industry, CLSCs, 
research centres and non-profit organizations — are insufficiently used. 


PRIORITIES FOR ACTION 


1. Taking effective measures to reduce risk factors such as smoking, hy- 
pertension and hypercholesterolemia by 


= Placing the emphasis on comprehensive prevention projects, partic- 
ularly among the underprivileged, and assessing the feasibility and 
effectiveness of these projects. 


=™ Encouraging children to acquire healthy habits through adapted 
programs. 
2. Improving the quality and accessibility of heart surgery services and 


encouraging optimal use of resources by 


= First combining and consolidating activities in certain centres, and 
defining a minimum level of heart surgery per centre. 


= Preparing an evaluation guide to establish priorities for surgery 
cases. 


= Managing waiting lists more effectively and insisting on the appli- 


cation of interregional agreements to make access to services more 
equitable. 
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3. Coordinating the action of the various participants in the fight against 


cardiovascular disease. 


the public health network, the Heart Founda- 


These participants are : 
health care professionals, and 


tion and other community organizations, 
research institutes and centres. 


RESEARCH 


e Promote research on cardiovascular disease risk factors, particularly in 
children, on genetic anomalies that may lead to atherosclerosis, on 
more effective angina and ischemia medication, and on treatment of 
unstable angina and myocardial infarction. 
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OBJECTIVE 9 


By the year 2002, stabilize 
the death rate from lung 


| cancer and reduce the 
number of deaths from 
| breast cancer by 15 per 
cent 


CANCER 


THE PROBLEM 


Cancer is the second leading cause of mortality and premature death in 


Québec. It is responsible for nearly 30 per cent of deaths and almost 30 per 
cent of potential years of life lost. 


Since 1970, death from cancer has increased by 10 per cent among men 
versus a decrease of 6 per cent among women. Since 1982, however, the 
death rate among women has been on the rise. 


Lung cancer is the most common cause of death from cancer among men, 
ahead of colon and rectal cancer. In women, breast cancer leads, slightly 
ahead of lung cancer and colorectal cancer. 


Since 1970, death from lung cancer has risen by two thirds among men, 
whereas it has more than tripled in women. The incidence of death from 
breast cancer has declined by less than 5 per cent. 


Death from cancer is higher in Québec than in Canada as a whole. The 
Québec rate of mortality from lung cancer is twice as high as in Sweden 
or Japan, and breast cancer claims 25 per cent more lives in Québec than 
in Sweden. 


Cancer is an extremely stressful disease, both physically and emotionally, 
for patients and their friends and families. The knowledge that one has 
cancer usually provokes extreme anxiety. The development of the disease 
is painful and its treatment involves considerable side effects; major 


surgery may also affect a patient's physical integrity. 


EXPLANATORY FACTORS 


Smoking is the most important risk factor in cancer; it is responsible for one 
third of all cancer deaths and the majority of deaths from lung cancer. 


The effects of nutrition, obesity and alcohol are also well known; poor nu- 


trition is a factor in colorectal cancer and, probably, breast cancer. 
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Other factors are also involved : the workplace (exposure fo dusts or toxic 


environment (air pollution and excessive exposure fo sun- 


vapours), the 7 | su 
ee | factors such as ovarian cyclical activity 


light), stress, and certain hormona 
in the case of breast cancer. 


THE MOST AFFECTED GROUPS 


Lung cancer is more widespread among the underprivileged, whereas breast 
cancer is found in equal proportions in poor and well-to-do communities. 


Lung cancer is more frequent in men in the Saguenay—Lac-SaintJean, Céte- 
Nord, Outaouais and Abitibi-Temiscamingue regions, and among women 
in the Greater Montréal area. The incidence of breast cancer is higher in 


the central Québec regions. 


CURRENT MEASURES 


In terms of prevention, much effort has been devoted to information cam- 
paigns on the benefits of a healthy life style. Legislative measures have 
also contributed to this prevention effort. However, there is a deplorable 
lack of studies on the impact of these information campaigns, on be- 
haviour and on cultural disparities. 


On the other hand, we do have significant data on the effectiveness of sys- 
tematic testing, particularly for breast cancer. However, knowledge and ex- 
pertise in the methods required to set up systematic testing programs remain 
fragmentary. Furthermore, greater consistency is needed in the application of 
certain tests, for example Pap smears, and in efforts to reach target groups. 


At present, the emphasis is on the sometimes abusive use of advanced 
technology; the various forms of treatment meet the highest recognized 
standards. There should be greater willingness to try new approaches (or 
alternatives) and more importance placed on the quality of life. 


In rehabilitation, we can see a better awareness of psychosocial dynamics 
and a greater interest in improving the quality of life. We also have a 
good home care system. Nonetheless, 
ue. In particular, there should be more emphasis on rehabilitation in the 
training of health care professionals, and later, on developing a better-inte- 


grated approach to post-hospitalization treatment (adequate home care. in- 
creased role of volunteers, and so on). 


information campaigns must contin- 


In palliative care, the current units provide patients and their friends and 
families with excellent services. The approach is recent, however, and we 
must seek to improve it, particularly by placing greater importance on pal- 


liative care in the training of health care professionals and by increasing 
budgets for such care. 


PRIORITIES FOR ACTION 


1. Focusing on eliminating risk factors first : smoking, poor nutrition, excess 
weight, alcohol abuse, poor working conditions, environmental risks. 


Reinforcing early detection by 


Improving the current services for early detection of breast cancer, 
particularly in women between the ages of 50 and 69. Early detec- 
tion (self-examination, mammograms and check-ups every two 
years) has been shown to reduce the incidence of death from 
breast cancer substantially in this group. 


Encouraging early detection for other forms of cancer as well, 
whenever this may have a significant impact on the rates of inci- 
dence and mortality. A case in point is cancer of the cervix; a well- 
structured detection program could reduce the number of cases and 
deaths by as much as 60 per cent. 


Better coordination of prevention, information, detection, treatment and 


research activities by 


Having target groups participate in detection activities. 
Monitoring the progress of the disease more closely in the population. 


Improving the effectiveness of caregiving measures, particularly by 
adopting more consistent treatment procedures. 


The Ministry is about to bring the data-producing systems of the 
Québec Tumour Registry in line with the most recent recommenda- 
tions of the Comité ministériel sur l’organisation des services en 


cancérologie au Québec. 
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4. Examining the rele 


vance and effectiveness of various methods of treat- 


ment and their impact on life expectancy and quality of life. 


Providing support for patients and their families and friends. 


Cancer remains a disease against which, beyond a certain point, 
medicine is powerless. Thus, it is important to provide patients and 
their loved ones with support as death approaches, by 


= Encouraging the formation of multidisciplinary teams qualitied to 
dispense palliative care at home or in an institution. 


= Lending greater support to volunteer associations and mutual aid 
groups in this sector. 


RESEARCH 


Assess the impact of health promotion campaigns, detection programs 
and treatment methods by 


- exploring the cultural and behavioral obstacles to health promotion 
campaigns; 


— promoting clinical tests for early detection; 
- researching aspects related to the quality of life of cancer patients. 


Step up research on home care models for rehabilitation of cancer pa- 
tients. 


Encourage research on palliative care, particularly with respect to can- 
cer’s psychological and social dimensions. 


a 
OBJECTIVE 10 


By the year 2002, reduce 
by 20 per cent fatalities 
and injuries caused by ac- 


cidents that occur on the 
roads, in the home, in the 
workplace and during 
sports and recreational 
activities 


INJURY 


THE PROBLEM 


Accidents are the leading cause of untimely death. They account for nearly 
© per cent of all deaths, and are responsible for 10 per cent of all days 


spent in hospital and 20 per cent of the time spent at home because of 
long-term disability. 


The incidence of accidental death rose between the early 1930s and the 
1970s, then dropped to its initial level. An increase of 10 per cent can be 
expected within the next ten years, however, as the result of the aging of 
the population, if 1987 rates are extrapolated according to the popula- 
tion’s age structure. 


Traffic accidents are the major cause of death in people under 30. They 
mainly affect occupants of motor vehicles, but a number of pedestrians, bi- 
cyclists and motorcyclists are also among the victims. 


Causes of injuries in the home include falls, fires and ingestion of toxic 
products. In 1987, about 460 deaths were caused by injuries in the home. 


Over 200,000 work accidents occurred in 1987; 131 of them resulted in 
death. In the same year, over 200,000 injuries occurring during recre- 
ational activities were recorded, as well as 93 drownings and 23 deaths 
caused by all-terrain vehicles. 


EXPLANATORY FACTORS 


Accidents used to be regarded as unforeseeable events that were the result 
of bad luck or carelessness. Today, we are more aware of contributory fac- 
tors connected with life style, social setting and environment. 


Physical factors relating to construction standards and vehicle safety equip- 
ment, for example, and personal factors, in particular the presence of alco- 
hol in 30 to 40 per cent of fatal accidents, frequently play a part in traffic 


accidents causing injury. 
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Environmental factors such as slippery surfaces and insufficient lighting, as 
well as factors stemming from illness or disability, often cause injuries in 


the home, especially falls. 


Factors related to the surroundings, work organization, equipment, and 
tasks to be performed, as well as personal factors, frequently contribute to 


work-related injuries. 


THE MOST AFFECTED GROUPS 


People under 30, especially men, are more likely to be involved in traffic 
accidents, while the elderly and children under 15 are more likely to be 


victims of injuries in the home. 


In addition, residents of the Céte-Nord, Bas-SaintLaurent, Gaspésie and 
Abitibi-Temiscamingue regions and Native communities are more prone to 
injuries. 


CURRENT MEASURES 


Among positive efforts in injury prevention are the identification of danger- 
ous locations on highways, increased awareness of the importance of air 
bags, banning of three-wheeled vehicles and support for gun control. 


In addition, a number of measures have already been taken, mainly to pre- 
vent injuries in the home or during sporting and other recreational activi- 
ties. Other measures include education of pedestrians and cyclists. 


Concerned professionals from the health and social services system and 


other sectors have received training on injury prevention, and have a refer- 
ence guide available. 


In contrast, there has been little success in mobilizing health and social ser- 
vices personnel, formalizing agreements between sectors, or effectively pre- 
venting injuries in the workplace and in the home. The Ministére des 
Transports must also be convinced to assume responsibility for the studies on 
dangerous locations. Regulations that make air bags standard equipment 
and govern the use of offroad vehicles have also been slow to be adopted. 


Measures have recently been undertaken to provide injury victims with bet- 
ter treatment and promote their rehabilitation and reintegration into soci- 
ety. Many shortcomings in the system remain, however, in particular the 
failure to classify hospitals according to their capacity to provide care and 
the lack of a defined procedure for triage, care and transfer of accident 


victims. Moreover, early rehabilitation measures are poorly integrated into 
hospital practice. 


PRIORITIES FOR ACTION 


Reducing injuries depends primarily on energetic preventive measures requir- 
ing the collaboration of a number of sectors, particularly the Ministére des 
Transports, the Société de l’assurance automobile, the Solicitor General, the 
municipalities, the Régie de la sécurité dans les sports and the Ministry. 
Reducing road injuries by 
1. Improving vehicle safety and driving habits. 
= Increasing the wearing of rear seat belts. 
= Equipping new vehicles with air bags. 
= Correcting sections of roads which are deemed dangerous. 
= Strengthening measures to reduce drunk driving. 
2. Improving the safety of pedestrians and cyclists. 


= Encouraging better sharing of the road by the various users. 


= Creating median strips for pedestrians where the roadway is partic- 
ularly wide. 


= Stressing the wearing of helmets by cyclists and creating more bicy- 


cle paths. 
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Reducing injuries in the home by 


Better identifying conditions in the home which increase the danger of 


falls. 


Caregivers who go to the homes of high-risk individuals should be 


made aware of the problem. 


. Creating a social network to monitor high-risk groups. 


Instituting a housing renovation program designed to make housing 
safer for the elderly. 


Requiring the installation of smoke detectors and automatic fire extin- 
guisher systems in residences, especially in institutions occupied by per- 
sons with limited mobility. 

Reducing injuries in the workplace by 

Continuing to promote measures at the source, in other words reduc- 


tion or elimination of environmental risk factors. 


Reducing injuries during recreational activities by 


. Tightening safety measures and regulations. 


= Ensuring compliance with the regulations set forth by the Régie de 
la sécurité dans les sports. 


Requiring the wearing of flotation gear during boating activities. 


Requiring a permit and setting a minimum age for driving a motor- 
boat or an offroad vehicle; increasing the minimum age to 16 in 
the case of all-terrain vehicles and snowmobiles. 


Increasing the speed and improving the quality of treatment of the in- 
jured by 


Setting up an integrated accident treatment system, notably to facilitate 
early rehabilitation measures. 


RESEARCH 


Develop new strategies to reduce injuries in the home and the work- 
place. 


Develop evaluation methods adapted to the different forms of injury. 


Evaluate the impact of correcting dangerous locations and use of air 


bags. 
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OBJECTIVE 11 


By the year 2002, reduce 
the incidence of backache 
by 10 per cent and reduce 
the total days of disability 


related to arthritis and 


rheumatism 
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BACKACHE, ARTHRITIS AND RHEUMATISM 


THE PROBLEM 


Backaches, arthritis and rheumatism are the major causes of disability. 
These illnesses affect more than 15 per cent of the population and are re- 
sponsible for 26 per cent of the total days of long-term disability. 


While backaches seem to be on the rise, the incidence of arthritis and 
rheumatism has remained stable since the early 197Os. In addition to the 
suffering they cause, these illnesses have an effect on psychological well- 
being and may limit social roles such as the ability to work. 


In 1988, almost 2 per cent of the workforce received at least one day of 
compensation because of backache; the average length of disability was 
41 days. Between 2,500 and 3,000 workers suffered so severely from 
backache that they were absent from work for at least six months. 


Rheumatoid diseases, in particular osteo-arthritis and the resulting pain in 
the joints, are also responsible for a large proportion of temporary and 
permanent disability at work and in everyday life. 


EXPLANATORY FACTORS 


Backaches occur in everyday life, at home, in school, during leisure activities 
and at work. They may be caused accidentally or arise after unusual exertion, 
a fall, an injury, or heavy lifting. They may also develop gradually as the result 
of repetitive movement, static or uncomfortable posture, or frequent vibration. 


The cause of arthritis and rheumatism is still unclear. The most probable hypoth- 
esis is the interaction of a number of personal factors, including age, sex and 
genetic predisposition, and factors related to geography, climate and infectious 
or foxic agents, all of which lead to an inappropriate immune system response. 


THE MOST AFFECTED GROUPS 


Women are more affected by arthritis and rheumatism. These health prob- 


lems increase rapidly with age. Among the labour force, backaches affect 
men and women in equal proportions. 


Stresstul working conditions and production constraints increase vulnerabil- 
ity to backache. Some trades are particularly affected : forest workers, 
manual workers in the metals industry, warehouse workers, transport and 
construction workers, nursing personnel and hospital aides. 


More cases of these illnesses are recorded in the Outaouais and Lauren- 
tides regions. 


CURRENT MEASURES 


For backaches, a number of public and private services providing diagno- 
sis and care exist in the workplace; there are also special care programs 
for chronic or rehabilitation cases. However, people do not always take 
advantage of these facilities, at least not at the right time, when the condi- 
tion starts becoming chronic. Moreover, few if any of these services have 
been assessed either before or after their establishment. The results of a 
study funded by the Institut de recherche en santé et en sécurité du travail 
on ergonomic, clinical and diagnostic measures and coordination of care 
have not yet been made public. Some types of treatment, for example, bed 
rest and manipulation, make the patient feel better but have not been 
proved to alter the prognosis. 


In the case of arthritis and rheumatism, measures are limited, since the ori- 
gin of these illnesses is unknown and only the symptoms can be treated. In 
the case of osteo-arthritis, however, some preventive measures can be tak- 
en to avoid aggravating the condition. 


PRIORITIES FOR ACTION 
Preventing backaches from occurring by 


1. Providing the public with information on the importance of good pos- 
ture and fitness. 


Efforts by the schools, the sports community, companies and municipali- 
ties are eliminating some risks and promoting greater caution. In the 
workplace, an ergonomic approach and the use of proper equipment 
have had good results when a concerted effort has been made. The 
first step in such an effort is recognition of high-risk situations and their 


causal relation to back injuries. 
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Preventing backaches from becoming chronic and avoiding the result- 


ing disability by 


. Coordinating therapeutic methods and care and implementing multidis- 


ciplinary treatment programs. 


Preventing arthritis related to injury and avoiding aggravation of cer- 
tain forms of the disease by 


Eliminating causal factors in the workplace. 


Promoting weight loss through better eating habits. 


Relieving pain and reducing the effects of arthritis and rheumatism by 


. Making physiotherapy and occupational therapy part of treatment, in 


addition to medication. 


. Adopting an organized educational approach. 


A well-organized educational approach should provide information on 
the illness, its treatment, and proper eating habits; it should also recom- 
mend appropriate exercise and techniques for protecting the joints and 
conserving energy, suggest problem-solving techniques, and encour- 
age greater familiarity with a variety of therapies. It is important to fur- 
ther the spread of this approach through mutual aid groups. 
Caregivers from the health and social services system will then be able 
fo act more as resource persons. 


RESEARCH 


Study the psychosocial, medical, occupational and other factors associ- 
ated with chronic backache. 


Develop programs to assess and coordinate clinical and ergonomic 
treatment for chronic backache. 


e Find effective methods of early diagnosis of arthritis and rheumatism. 


¢ Identify the physiological and pathogenic mechanisms underlying these 
illnesses. 
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OBJECTIVE 12 


By the year 2002, reduce 


deaths from respiratory 
| illness by 10 per cent 
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RESPIRATORY ILLNESS 


THE PROBLEM 


The principal illnesses of the respiratory system are acute i ae 
ing the breathing passages, such as pneumonia and influenza; c ae 
structive pulmonary diseases, such as asthma, bronchitis, chronic brone itis 
and emphysema; and occupational diseases, such as pneumoconiosis. 


These illnesses are responsible for 8 per cent of deaths, 10 per cent of hos- 
pitalization and medical consultations, and 7 per cent of long-term disabili- 
ties. Asthma, for instance, will affect 5 to 10 per cent of the population at 


some time during their lives. 
Respiratory infections are the main cause of absence from work and school. 


Since 1980, the incidence of these illnesses has been on the rise, as has 
the number of deaths associated with them. 


EXPLANATORY FACTORS 


Smoking is unquestionably the major risk factor in respiratory illness. It is 
directly related to chronic bronchitis and emphysema, as well as to pnev- 
moconiosis, which shows a large increase in incidence among workers ex- 
posed simultaneously to dust in the workplace and to tobacco smoke. It is 
also the source of a number of less serious respiratory ailments, even for 
non-smokers exposed to smoke. 


Air pollution also increases the risk of illness, although it is a much less sig- 
nificant factor than smoking. 


Infections are caused by microor 


ganisms; certain groups are particularly 
vulnerable. 


THE MOST AFFECTED GROUPS 


Respiratory illnesses affect men more than women, 
quent in children under 14 and the elderly. These 
more rapid increase among the female population, 


and are particularly fre- 
illnesses are showing a 
however. 


They are also more prevalent in low-income groups and among the Native 
peoples of Québec. 


Some regions are particularly affected : the Outaouais, Abitibi-Témis- 
camingue and Saguenay-Lac-SaintJean. 


CURRENT MEASURES 


The drop in smoking can be attributed in large part to a series of measures 
that have created an atmosphere of social disapproval of the habit of smok- 
ing, including educational activities, anti-tobacco advertising, increase in 
taxes on tobacco products, and protection of non-smokers in public places. 


Laudable efforts have been made to lessen pollution in the workplace. 
Heavy industry and large companies have adopted prevention methods 
based on fairly strict exposure standards. However, environmental control 
is less evident in small businesses (automobile paint shops, sandblasting, etc.) 
and in agriculture. 


Current treatment methods for asthma are effective, but problems may 
arise because the disease is not always diagnosed accurately or early 
enough and the follow-up of asthma patients is not always adequate. 
Effective vaccines exist against influenza and streptococcal pneumonia, but 
the annual influenza vaccination program is inadequately monitored, and the 
pneumonia vaccine is not included under the Québec immunization program. 
PRIORITIES FOR ACTION 

Preventing respiratory illness by 
1. Combatting smoking and the various types of pollution. 


2. Intensifying air purification measures, especially in the workplace, as well 
as the identification of exposed individuals and medical surveillance. 
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Improving treatment for sufferers of asthma, chronic bronchitis and em- 


physema by 


Improving diagnosis of these diseases and ensuring better follow-up of 


persons suffering from them. 


Furthering a multidisciplinary approach for specialized home respirato- 
ry care services, so as to make it possible to keep patients with chronic 
respiratory insufficiency in a home environment. 


Improving prevention of infections such as influenza and pneumonia by 


Increasing the coverage of influenza and pneumococcal pneumonia 
vaccination programs for high-risk groups. 


RESEARCH 


Develop antiviral agents in collaboration with the pharmaceutical in- 
dustry. 


Identify the genetic factors involved in asthma and bronchial cancer. 


Identity the environmental factors and the inflammatory cascade effect in 
asthma. 


Focus clinical studies on the treatment of asthma. 


a 
OBJECTIVE 13 


By the year 2002, reduce 
the incidence of the AIDS 
virus and sexually trans- 
mitted diseases and their 
complications, and keep 
infections resistant to 
conventional antibiotics 
in check 
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SEXUALLY TRANSMITTED DISEASES AND AIDS 


THE PROBLEM 


Sexually transmitted diseases are caused by a variety of infectious agents, 
including bacteria, viruses, moulds and fungi, and parasites. They may 
spread through sexual contact, through the blood, from mother to unborn 
child during pregnancy, or during childbirth or breastfeeding. 


While there has been a decrease in some STDs in recent years, others re- 
main widespread : chlamydia, genital warts, and to a lesser extent, gonor- 


rhea and hepatitis B. 


Some forms of STD that are resistant to the usual antibiotics have appeared 
recently and are spreading rapidly. 


The consequences of STDs are significant, especially in the case of chlamy- 
dia, which is asymptomatic in over 60 per cent of women infected. Among 
sexually active teenagers, the incidence of chlamydia may be as high as 
20 per cent. Inflammations of the fallopian tubes, pelvic infections and ec- 
topic pregnancies that result from STDs are a major cause of infertility. 


The hepatitis B virus is also transmitted sexually and by sharing contaminat 
ed needles and syringes. There are probably 30,000 carriers of the virus 
in Québec at present. 


Québec has the second-highest rate of AIDS among the provinces of Cana- 
da, with a total of 1,841 cases reported as of January 15, 1992; 90 per 
cent of AIDS victims are men. It is estimated that nearly 11,000 persons 
are infected with HIV, including 8,000 in the Montréal area. Half of the 
people diagnosed as HIV-positive will develop full-blown AIDS within ten 


years of becoming infected, and most will die less than two years after the 
disease manifests itself. 


If the most recent projections are correct, the rate of AIDS cases may be 
slowing down. 


EXPLANATORY FACTORS 


The spread of STDs is associated with large-scale social changes, includ- 
ing marital instability, promiscuity, earlier onset of sexual relations, and 
widespread use of oral contraceptives. STDs are also related to new social 
problems such as drug abuse, prostitution and homelessness. 


The spread of STDs is also the result of biomedical factors such as strains 
that are resistant to the usual antibiotics, the lack of a cure for some viral 
STDs (herpes), the absence of symptoms in many people infected with 
chlamydia or genital warts, the possibility of transmission of the disease 
from mother to child, and the complex medical approach required in diag- 
nosis and treatment. 


AIDS is transmitted through unprotected sex in 80 per cent of cases, and 
also by sharing infected needles or syringes, and from mother to child. To 
all intents and purposes, there is no longer any danger of transmission 
through blood transfusions or organ or sperm donations. 


THE MOST AFFECTED GROUPS 


The groups most likely to be affected are adolescents and young adults. One 
study has shown that almost all 16-year-olds have already had their first sex- 
ual relations and 15 per cent of them have had over five sexual partners. 


Although HIV and AIDS can strike all strata of the population, some groups 
are more affected, for instance homosexuals and intravenous drug users. 
Men between the ages of 30 and 39 are the most affected. The most vul- 
nerable groups are homosexuals (68 per cent of cases) and persons who 
come from regions where the disease is endemic (11 per cent of cases). A 
characteristic of the epidemic in Québec is its frequency among heterosex- 
vals and intravenous drug users. The proportion of women and children af- 
fected is consequently higher than in the rest of Canada, and most are 
found on the Island of Montréal. 


For STDs as a whole, the rate of reported cases is considerably higher in 
the Montréal urban area, in the Céte-Nord region, and among the Native 


peoples of Northern Québec. 
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CURRENT MEASURES 


Media campaigns have raised public consciousness of the gravity of STDs 
and AIDS. While most media activities reach a large number of people, in- 
crease their awareness and provide them with information, they are less suc- 
cessful in changing behaviour, possibly because they are not sufficiently 
reinforced through interpersonal communication activities in everyday settings. 


Measures in secondary schools and CEGEPs are insufficient. Adequate sex 
education should primarily stress the development of attitudes and adop- 
tion of behaviour in which value is given to the emotional aspect of sexual- 
ity and to the individual and familial responsibility it entails, before 
broaching the subject of the risks inherent in certain types of behaviour. 


The seriousness of the public health problem posed by chlamydia has been 
underestimated. Too little emphasis is placed on the need for detection. 
Testing is not universally available in Québec, not even in major centres. 
Groups at risk, in particular young people in readaptation centres, do not 
always have easy access to such testing. 


As for gonorrhea, the appearance of penicillin-resistant strains is also caus- 
ing economic problems; treatment has become much more expensive, 
since third-generation antibiotics are now prescribed right away. 


There is no standardized program of immunization against hepatitis B. Vac- 
cination is not carried out uniformly in high-risk groups : babies of infected 
mothers, health care interns, homosexuals and intravenous drug users. 


Québec has made significant progress in setting up a system for detecting 
HIV carriers which preserves anonymity, and in combatting the discrimina- 
tion experienced by people who have tested HIV-positive. Current educa- 
tion and prevention programs must be maintained. 


Access to treatment, in particular home care adapted to the needs of AIDS 


Victims, is as yet insufficient. The absence of any province-wide program to 
combat STDs is also regrettable. 


The current program to trace contacts is inadequate. 


PRIORITIES FOR ACTION 


1. Reinforcing educational activities. 


Keeping up media campaigns and placing more emphasis on un- 
sate types of behaviour. 


As they have done in the past, these campaigns must deal with all 
STDs, including AIDS, and must guard against negative reactions 
to persons who have tested HIV-positive or have AIDS. 


Orienting sex education in the schools toward the acquisition of in- 
formation and the adoption of healthy, responsible attitudes and 


behaviour. 


Making sure that the stress on prevention of STDs does not cause 
other important topics to be ignored. 


Setting up mobile youth clinics. 


Reinforcing diagnosis and testing. 


Setting up diagnostic protocols that are accessible to high-risk 
groups. 


Setting up and assessing a testing program for gonorrhea, syphilis 
and chlamydia. 


Assessing current methods of tracing contacts of persons with STDs 
in order to develop a uniform program. 


Reinforcing preventive measures. 


Installing condom machines in secondary schools, CEGEPs and col- 


leges. 


Setting up a specifically targeted program of hepatitis B vaccina- 


tions. 


Increasing direct measures to reach intravenous drug users. 
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4. Improving the quality of life of HIV-positive and AIDS patients and 


adapting services to their needs. 


= Supporting community groups and working more closely with them. 


= Increasing psychosocial services and access to specialized resi- 
dences and home services adapted to the needs of AIDS patients. 


= Making access to medication easier by improving file processing 
as part of the programs for exceptional cases of the Régie de I’as- 


surance-maladie du Québec. 


= Coordinating measures to fight AIDS. 


RESEARCH 


Increase our understanding of sexual behaviour and our information 
on testing, monitoring and treatment of STDs. 


Study the occurrence among the population of pelvic infection, ectopic 
pregnancy, gonorrhea, and penicillinase-producing Neisseria gonor- 
rhoeae. 


Assess educational measures and the tracing of contacts. 


Carry out longitudinal research with groups of young people on modifi- 
cation of sexual behaviour. 


Assess the effectiveness of measures applied to drug users and identify 
measures to apply to drug users in the prison system, with respect to 


HIV and AIDS. 
Continue basic and clinical research, especially in retrovirology. 


Further evaluation research on health-care models, in particular the be- 


haviour of physicians with regard to the care to be given to HIV-posi- 
tive patients. 


& 
OBJECTIVE 14 


By the year 2002, eliminate 
measles, German measles, 
diphtheria, tetanus, mumps 
and polio, and reduce 


whooping cough to under 
100 cases per year and in- 
fections caused by Type B 
Haemophilus influenzae to 
under 50 cases per year 


INFECTIOUS DISEASES 


THE PROBLEM 


The spectacular drop in infectious diseases over the past fifty years has given 
the impression that the problem has been solved, or nearly so. 


Yet in 1989, there was a measles epidemic that affected over 10,000 people, 
and 5 deaths from the disease were reported. 


In the fall of 1990, 1,500 cases of whooping cough were reported, the 
highest incidence since 1971. 


EXPLANATORY FACTORS 
There is a low rate of vaccination against these diseases among certain 
groups; only 60 per cent of students graduating from secondary school 


are protected. Coverage is better for children under 5 years of age. 


Handling of immunization products, standards of practice and monitoring 
of cases are also insufficient. 


THE MOST AFFECTED GROUPS 


Vaccination coverage is particularly low among young people in the Montréal 
area. 


CURRENT MEASURES 


Over the years, the Québec immunization and infectious disease eradica- 
tion program has been effective. However, some deficiencies have been 
brought to light by a group of experts from the Centers for Disease Control 
‘n Atlanta. In addition to the low rate of vaccination, in particular among 
high school and CEGEP students, the following problems were revealed : 


© laxness in handling of immunization products, mainly because of the 


lack of accountability for their use; 
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regulatory powers, immunization 


© absence of standards of practice, zati 
essment and monitoring 


policies, central coordination, and program ass 


criteria. 


PRIORITIES FOR ACTION 
1. Increasing the rate of vaccination coverage. 
a Informing the public about the benefits of vaccination. 


Strengthening the current immunization program and making it the 
basis of a strategy to reduce infectious diseases. 


= Reviewing the program periodically to adapt it fo changes in dis- 
eases, immunization agents, etc. 


= Increasing efforts to reach infants and young children in urban areas. 


= Remedial measures among young people born before 1976, when 
the regular immunization schedule was systematically implemented, 
and among adults, for example in the workplace. 


2. Supporting surveillance efforts, including mandatory reporting of dis- 
eases and vaccination coverage. 


# Maximizing the use to which the mandatory disease report form is put. 


= —Instituting more active surveillance systems, especially through studies 


using sampling and the use of physicians to monitor sentinel events. 
3. Reinforcing the standards for handling immunization products. 


RESEARCH 


Improve current vaccines and develop new ones against some common 
infections, such as viral gastroenteritis and viral meningitis 


Develop epidemiological and evaluation research in order to better un- 
derstand how infectious diseases are spread. 
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OBJECTIVE 15 


By the year 2002, reduce 
by 50 per cent the average 
number of decayed, miss- 


ing or filled teeth in chil- 


dren between the ages of 
6 and 12, and lower the 
rate of missing teeth to 5 
per cent in adults between 
the ages of 35 and 44 


DENTAL HEALTH PROBLEMS 


THE PROBLEM 


Tooth decay, gum disease and malocclusion are the main dental problems 
affecting the population. Although they are rarely life-threatening, they 
may have significant physiological, psychological and social effects. 


In 1990, the DMF index, which measures the number of decayed, missing 
and filled teeth, was 3 for 12-year-olds in Québec, about double the num- 


ber found that year in children of the same age in Ontario and the United 
States. 


Gum disease, relatively rare among young people (about 5 per cent of 
teenagers suffer from it), tends to increase in frequency and seriousness 
with age. In people over 35, gum disease is generally the main cause of 
tooth loss. 


Malocclusions affect a large number of young people to some degree. For 
thousands of them, the problem is so serious from the aesthetic or function- 
al standpoint that it constitutes a genuine handicap. 


In 1990, complete tooth loss affected 14 per cent of people between the 
ages of 35 and 44, and 62 per cent of the elderly in Québec; in compari- 
son, the rates for those age groups were respectively 1.1 and 10 per cent 
in British Columbia. In other words, about half the adult population of 
Québec wears dentures, most of them full dentures. 


In hospital geriatric departments, 27 per cent of admissions are at- 
tributable to digestive problems and 42 per cent of non-prescription medi- 
cation is given for gastrointestinal symptoms. Among people who are 
unable to chew properly, use of this medication and occurrence of these 


symptoms are twice as high. 
Quebecers’ dental health is actually improving slowly, but there is still a 


large gap between Québec and the rest of North America; the incidence 
of tooth decay and tooth loss is still twice as high in Québec. 
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EXPLANATORY FACTORS 


Tooth decay is closely related to eating habits, particularly excessive con- 


sumption of sugar. 


It is also the result of poor oral hygiene : half of our children do not brush 
their teeth at all, or brush irregularly, and the use of dental floss is still not 


widespread. 


Poor oral hygiene and failure to eat a balanced diet are factors that con- 


tribute to gum disease. 


Fluorides, both topical and systemic, are insufficiently used. Only 8.5 per 
cent of Québec residents have fluoridated water, compared with 55 per 
cent of Americans and 75 per cent of Ontarians. 


Use of dental services contributes to maintaining good dental health, but 
average participation by children in the free dental care program is only 
60 per cent. It is considerably lower among very young or underprivileged 
children and in outlying regions. 


In a number of CLSC territories, the public program of preventive dental 
services is applied only partially, if at all, because of a shortage of dental 
hygienists. 


THE MOST AFFECTED GROUPS 


Dental health is poorest among the most disadvantaged segments of society : 
people in lower income brackets use dental services less, their oral hygiene 
is poorer, and their eating habits are more apt to lead to tooth decay. 


Studies have shown that a significant number of children are lagging be- 
hind the overall progress. These high-risk children make up one quarter of 
the population in their age group and represent three quarters of the need 
for treatment. There aré high-risk children in every CLSC territory. 


The average DMF index is higher in rural areas and the Cdte-Nord and 
Abitibi-Témiscamingue regions. 


The situation among Native children in Northern Québec is deplorable; 
their DMF index is twice that of other children in Québec. | 


Tooth loss is correlated with income level : 54 per cent of people with income 
under $20,000 wear a complete set of dentures, compared with 27 per cent 


of those with income over $40,000. A similar correlation can be made with 
educational level. 


CURRENT MEASURES 


Preventive measures are dispensed in schools, CLSCs and dentists’ offices : 
instruction in oral hygiene, fluoride applications, advice on eating habits. 


Services for adults are not insured under the public health insurance plan, 
but are provided free to welfare recipients. 


Preventive measures are essentially intended for children. Few resources 


are directed toward preventing the gum disease associated with tooth loss 
in adults and the elderly. 


PRIORITIES FOR ACTION 


1. Reinforcing education on good nutrition and sound oral hygiene habits 
in the population as a whole. 


2. Increasing the use of fluorides, particularly systemic fluorides such as 
fluoridated water and salt. 


3. Strengthening preventive dental services and educational activities in 
CLSC territories that are socioeconomically disadvantaged, and among | 


the Native peoples of Northern Québec. 


= Increasing resources so that high-risk children may have full access 
to the preventive and curative measures they require. 


= Adapting preventive and educational measures to the specific situa- 
tion of Native children. 


4. Improving the monitoring of oral and dental health and stressing pre- 
vention in long-term care centres. 
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RESEARCH 


e Keep accurate epidemiological information on the state of oral and 


dental health of the population as a whole. 


© Further research on three scientific aspects of oral-dental health : the ef 
fect on health of losing teeth; preventive measures, beliefs and attitudes 


about dental health in the poorer segments of society. 


© Continue research on the impact of fluoridation of drinking water on 


health and the environment. 
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OBJECTIVE 16 


By the year 2002, de- 


crease mental health 
problems 
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MENTAL HEALTH PROBLEMS 


THE PROBLEM 


Mental balance can be measured, among other things, through a person’s 
level of subjective well-being, mental capacity and relationship with the en- 


vironment. 


One out of every five people will have a mental health problem at some 


point in his or her life. 


The Santé Québec Survey has found links between health, socioeconomic 
conditions and the social environment. It revealed that three quarters of 
Quebecers are in good mental shape, while 20 per cent experience a 
high level of psychological distress. According to the survey, psychological 
well-being depends on family income and overall health, and the cumula- 
tive effect of stressful events. Psychological distress, on the other hand, is 
characterized by depression, anxiety and certain symptoms of aggressive 
behaviour or cognitive disorders. The scale of psychological distress does 
not allow for precise diagnosis; it does, however, allow researchers to esti- 
mate the number of people in the population whose problems are suffi- 
ciently serious or numerous fo require intervention. 


The nature of psychological problems varies according to age and gender. 
The problem most common to children, for example, is mental deficiency, 
while for senior citizens, it is confusion and memory loss. “Depression” 
and “intense nervousness and irritability” affect especially women between 
the ages of 25 and 64. Adults between the ages of 15 and 24 are the 
age group with the lowest percentage of reported cases. 


EXPLANATORY FACTORS 


Our understanding of mental health and the factors that influence it has 
greatly evolved during the past few years. The latest definitions demon- 
strate the dynamic nature of mental health resulting from the interaction of 
biological, psychological and social factors. Studies conducted by the 
Comité de la santé mentale du Québec emphasize the constant evolution 
of these factors, and the fact that mental health is as dependent on the 
dominant values in a given environment as on the values of the individual. 
Mental health is influenced by multiple and interdependent factors such as 


economic, social, cultural, environmental and cultural conditions. This 
means that every condition that interferes with the harmonious relationship 
between people and their environment, such as poverty or discrimination, 
constitutes an obstacle to mental health. Inversely, any condition which fo- 
cilitates this harmonious relationship — such as equal distribution of collec- 


tive wealth, access to quality education or a healthy environment — favours 
and nurtures mental health. 


THE MOST AFFECTED GROUPS 


People who live alone, people with litle education, people who do not work 
outside the home, elderly people living in isolation, refugees and immigrants 
who do not receive support from their ethnic community are the most vulnerable. 


The percentage of psychological distress is higher among women. It also 
occurs twice as often among people who consider their income too low. 


CURRENT MEASURES 


The Mental Health Policy, adopted in 1989, proposes the structuring of 
measures and the coordination of services for people with mental health 
problems. It seems that the means implemented, especially regional plans 
for the structuring of mental health services, show promise as dynamic 
ways of planning a range of services and integrating activities around 
people’s needs and accounting for regional differences. 


At times, access to services is difficult for people with a variety of problems 
who require several services at the same time. In addition, these people 
are often poor and socially isolated, with litle education. Consequently, 
they do not always manage to obtain the help they need. They can find 
themselves in the hands of other sectors such as the legal system, a situa- 
tion which could deprive them of the services they need and aggravate 
their mental health problems. 


We do not yet understand all of the issues involved in the rehabilitation of 
people with mental health problems. Furthermore, we need to expand the 
range of measures at our disposal, particularly in the workplace. 


The prevention of mental disorders and the promotion of mental health are 
part of the second objective of the mental health policy : “to favour the 
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maintenance and the optimal development of mental health in our society”. 
However, this is only a first step in this direction. The Comité de la santé 
mentale du Québec has been commissioned to work on the most important 
issues contained in the Policy : poverty, work, aging, Native communities, 


cultural communities and male-female relationships. 


PRIORITIES FOR ACTION 


We need to develop an overall perspective on mental health, and we must 
find ways of dealing with various determining factors. 


1. Adopting a philosophy of action based on the local context. 


The Mental Health Policy emphasizes the improvement of services for 
people with significant mental health problems. It provides for a series of 
measures based on the following general guidelines : the primacy of the 
individual, quality service, equity, finding solutions within a person's con- 
text and the partnership concept. We must also aim for the following : 


Improving access to services for people caught in a vicious circle of 
difficulties, and adapting these services to the situation of the popu- 
lation to be served. 


Increasing integration efforts and responding better to readaptation 
needs. 


Detining the objectives to be followed, the responsibilities and the 
contributions to be made in the prevention of mental disorders and 
the promotion of mental health, encouraging communities and indi- 
viduals to find solutions on their own. 


2. Acting first and foremost on living conditions. 


Integrating all actions concerning the prevention of mental health 
problems and the promotion of mental health with other social policies. 


Supporting local communities, recognizing their potential and en- 
couraging them to contribute to the decision-making process. 


RESEARCH 
¢ Develop mental health indicators. 


Study the prevalence and the incidence of various mental disorders 
and the associated risk factors. 


Develop early intervention models for high-risk groups, especially moth- 
ers and very young children. 


° Study work-related incidents of psychological disorders. 


° Improve documentation on the factors that weaken or strengthen the 
stability of mental health. 


¢ Develop evaluation models to determine the effectiveness of interven- 
tion. 


¢ Develop rehabilitation measures for mental-health problems. 
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OBJECTIVE 17 


By the year 2002, reduce 


the number of suicides 
and suicide attempts by 
15 per cent 
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SUICIDE 


THE PROBLEM 


The question of suicide includes the contemplation of suicide, suicide at- 


tempts and actual suicides. 


Suicide is the third-largest cause of premature death in Québec. The suicide 
rate rose until 1985, at which point it levelled off before decreasing slightly 


in 1989. 


According to conservative estimates, there are fifty suicide attempts for every 
suicide actually committed; 10 per cent of the population admit having 
thought of committing suicide. 


Suicidal behaviour has an important impact on a person’s family circle; 
close friends and family must often deal with a variety of mixed emotions, 
from deep sadness through incomprehension, powerlessness and fear to 
anger and aggressiveness. 


EXPLANATORY FACTORS 


Suicide has been associated with a large number of factors. The first category 
includes the family situation. Suicide rates are higher among separated or di- 
vorced people than among married couples. Suicide and social isolation have 
been linked repeatedly. 


Unemployment is another factor associated with suicide. In Québec, people 


have high job expectations, and unemployment is on the rise, especially 
among young people. 


Chronic disease is the prime risk factor for all age-groups, but it affects se- 
niors most of all. 


There is also a strong incidence of mental illness among suicide victims. 


The link between drug or alcohol abuse and suicidal behaviour is well doc- 
umented. Substance abuse neutralizes inhibitions and makes it easier for 
anyone contemplating suicide to actually do it. 


People who are confronted with several stressful situations at the same time 
are more likely to commit suicide than others. The likelihood of suicide also 
increases with the number of previous attempts. Easy access to firearms 
and certain types of medication is another risk factor. 


THE MOST AFFECTED GROUPS 


Those between the ages of 15 and 24 show the greatest tendency to con- 
template or attempt suicide. 


In recent years, we have seen a rapid increase in the suicide rate among males 
up to the age of 24. In 1987, 78.5 per cent of all suicide victims were men. 


For women, the highest suicide rate appears between the ages of 35 and 54. 


In the Native community, the suicide rate is three times the average rate for 
Quebecers; among 15- to 24-year-olds, this figure jumps to a factor of six. 


Among the very poor, 19 per cent of men and 14 per cent of women un- 
der the age of 30 have tried to commit suicide at least once. 


CURRENT MEASURES 


Québec offers good crisis management services and follow-up. However, 
accessibility to the full range of services provided by suicide prevention 
centres varies from one region to the next, and it is more difficult to act on 


the underlying causes. 


There has also been a lack of continuity and coordination in services (po- 
lice, hospitals, prevention centres, crisis centres). Telephone services of 
fered by crisis centres are not available to the entire population. Some 
crisis centres for psychiatric patients refuse to treat suicide cases. 


The coordination of provincial and regional services for primary and sec- 
ondary measures definitely needs to be improved. 


People who work in health care, social services, public security and education 
are not aware of the precursive symptoms of suicide, nor are they prepared to 
effectively identify and refer people contemplating suicide. 
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To date, primary prevention has been inadequate. We must increase ef- 
forts to support families, to fight against the spiralling dropout rate and 


drug abuse, and to improve living conditions. 


PRIORITIES FOR ACTION 


1. Improving the psychosocial capacities of individuals and families. 


2. Preventing family crises. 
= Encouraging the father’s involvement. 
= Supporting families in difficulty. 


= Preventing family violence and abuse. 


3. Approaching suicide prevention on a social level. 


= Making suicide prevention an integral part of the objectives estab- 
lished to promote mental health. 


= Discouraging sensationalism, which often follows suicide cases. 


Reducing access to the instruments of suicide, particularly firearms 
and medication. 


4. Improving crisis intervention. 


Making parents, educators and frontline health and social service 
workers aware of the basic issues of suicide. 


Helping young people by supporting suicide prevention centres 


and school programs, telephone helplines, mutual support groups 
and help from their peers. 
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RESEARCH 


* Evaluate the effectiveness of measures, particularly in the case of 


young people. 


It is especially important to find out more about current methods of dis- 
tributing information about suicide to school children. 


¢ Standardize statistics from different sources. 
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OBJECTIVE 18 


By the year 2002, remove 


the obstacles to social in- 
tegration of senior citizens 
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OBSTACLES TO THE SOCIAL INTEGRATION OF THE ELDERLY 


THE PROBLEM 


Québec’s population of senior citizens is increasing rapidly, and demogra- 
phers predict that this trend will continue, yet too many seniors are still be- 
ing neglected. The generation gap manifests itself in several ways. 


Despite important improvements in social security measures, a segment of the 
senior population is still financially dependent. Although the overall income 
of senior citizens has increased in the past decade, 57 per cent of elderly 
women living alone have an income below the poverty line. 


Among the social problems affecting seniors is the gradual loss of friends 
and family members, and the repeated bereavements, though a part of 
growing old, weaken their family and social network. The death of a 
spouse, usually the husband, particularly hampers the social integration of 
those who are 65 and over. Health problems and disabilities can also re- 
sult in psychosocial problems and contribute to the isolation of the elderly. 


The Santé Québec Survey established a direct link between health prob- 
lems and difficulties with social integration, which is even more pro- 
nounced among seniors. The most common chronic illnesses for this age 
group include arthritis, rheumatism, high blood pressure and mental or di- 
gestive disorders. The main causes of disability are osteo-arthritis (26 per 
cent), cardiovascular diseases (16 per cent), accidents (11 per cent), respi- 
ratory diseases (7 per cent), and mental disorders (S per cent). 


A report by the task force on senior citizens, titled Vers un nouvel équilibre 
des dges (1991), identified seven problems affecting this particular age- 
group : 


® depression and its consequences; 

° suicide; 

use of prescription drugs, especially psychotropic medication; 
alcoholism and its consequences; 

* violence and negligence: 

reversible cognitive problems and their consequences; 

loss of hearing or vision and the attendant handicaps. 


Although aging is a normal process, it is often regarded as a source of ill- 
ness and disability. Yet most senior citizens are in good health and, de- 
spite temporary or permanent health problems, 65 to 70 per cent of them 
retain their autonomy and do not require any special services. 


Another very pressing issue is that of aging workers, especially in places 
where working conditions are difficult. The work force is aging quickly, 
and up until now, employers — with the support of the government — have 
implemented policies designed to hasten retirement. In the past three 
decades, people over the age of 50 have been less active in the workforce 
than any other group of Quebecers. Other countries have developed man- 
agement practices addressing this situation : job restructuring (Renault in 
France), mobility management (Japan), on-the-job training (Germany). 


EXPLANATORY FACTORS 


It is not aging in itself, but the lack of preparation for old age, on a personal 
and collective level, that makes old age hard to bear. The toughest problems 
are caused by societal attitudes toward seniors and environments that are 
poorly adapted to seniors’ special needs. 


Isolation, social dependence and dissatisfaction caused by the loss of social 
involvement are closely tied to the exclusion of senior citizens from society. 
In light of this, retirement takes on a maior role; forced retirement, without a 
transition phase or adequate preparation, can set off mental or physical 
health problems or exacerbate them. 


THE MOST AFFECTED GROUPS 


Because women generally live longer than men, they often find themselves 
alone, isolated and having to face the deaths of loved ones and other stress- 
ful situations. They are also poorer than men. For the very old, most of whom 
are women, the chances of becoming chronically ill increase considerably. 
Half of all seniors between the ages of 75 and 84 report a disability. This 
figure is of the order of 77 per cent beyond the age of 85. 
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CURRENT MEASURES 


The search for strategies to help society adapt to an aging population is new in 
Québec. For several years now, senior citizens’ groups have already made the 
community aware of seniors’ interests and the importance of understanding the 
needs that come with aging. Progress in several areas — income, housing, 
health — has made it possible to improve seniors’ lives. However, much more 
effort is needed, as the true impact of an aging population is yet to come. 


Services often push seniors aside, with little consideration for the needs as- 
sociated with their physical disabilities. But, and this is perhaps the most 
serious problem, they rarely consider the abilities of seniors, their life expe- 
rience and their need to keep playing an active role in society. 


In the past twenty years, seniors with chronic health problems were often 
institutionalized and thus marginalized, which certainly made them more 
dependent. The health and social services system in Québec, as in many 
other industrialized nations, has traditionally focused on acute medical 
problems and left little room for psychosocial considerations, which play a 
crucial role in the appearance and evolution of health problems. 


PRIORITIES FOR ACTION 


The task force on seniors conveyed two important messages : On the one 
hand, the need to provide seniors with means to maintain their active role in 
society; and, on the other hand, the pressing need to set the wheels in motion 
and help society adjust to the new balance that an aging population brings. 


1. Helping society adjust to an aging population. 


" Establishing a socioeconomic environment that considers seniors 


active members of society. 


Encouraging an intersectoral approach actively supporting seniors. 


To achieve results, several sectors must work together, including in- 


come security, housing, public security, transport, and health and 
social services. 


Providing access to adequate housing allowing for interaction be- 
tween different generations, with adapted, diversified and easily 


accessible transportation, and creating conditions favouring the 
mobility of seniors. 


Reducing the obstacles that prevent seniors being active members 
of society. 


Reducing the poverty of single women by exploring the possibility 
of supplementing their income. 


2. Restructuring health and social services to provide senior citizens with 
the means to remain involved in their community for as long as possi- 
ble, with no loss of quality of life for them or their loved ones. 


Restructuring services for seniors with chronic problems by combin- 
ing all services in such a way that seniors not only remain an inte- 
gral part of their community, but also stay in familiar surroundings 
for as long as possible. 


This restructuring not only calls for adequate home care services, 
but it also requires a full range of services to keep seniors involved 
in their community. 


Encouraging seniors to take part in preventive programs which promote 
health and well-being. This includes the development and implementation 
of programs fo address the seven problems which affect seniors most. 


Québec society and, more specifically, its system of services for seniors 
must change its direction and succeed in keeping seniors actively involved 
in society, regardless of their state of health or their social background. 


RESEARCH 


Conduct more research in gerontology and geriatrics. 


© Develop social research on living conditions associated with aging. 
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OBJECTIVE 19 


By the year 2002, reduce 
circumstances that handi- 


cap disabled people, irre- 
spective of the origin and 
nature of their disabilities 
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SITUATIONS HANDICAPPING PEOPLE WITH DISABILITIES 


THE PROBLEM 


Illness, injury and congenital malformations can cause various types of im- 
pairment (intellectual, psychological, motor, visual, auditive or physical) 
which can lead to diminished abilities. Disabilities are expressed as prob- 
lems related to learning, behaviour, personal care, mobility, communication 
or household tasks. Disabled people often encounter obstacles in the physi- 
cal and social environment, and are often at a disadvantage in the accom- 
plishment of their social roles. They are handicapped by the environment. 


Some 800,000 Quebecers are disabled, over 11 per cent of the popula- 
tion, a rate which is slightly lower than the Canadian average. Of this 
number, 40 per cent are mildly disabled, 35 per cent moderately so and 
the remaining 25 per cent are seriously disabled. 


We can probably cut the rate of increase of disabilities, or reduce their 
severity; we might even be able to do both. But with an aging population, 
a large number of people sooner or later will suffer temporary or perma- 
nent restriction in their activities. 


Reducing disabilities is not the only goal. We must also ensure that the af- 
fected population remains socially and economically active. 


EXPLANATORY FACTORS 


Impairment has a number of causes : congenital defects, illness, and physi- 
cal or psychological trauma. There is also a strong correlation with aging. 


The importance of aging must be qualified, however. People aged 65 or 
over constitute a highly heterogeneous group. Moreover, the general health 
of the population is improving : certain longitudinal studies in Sweden indi- 
cate that younger groups are in better health than their elders were at the 
same age. The incidence of disability in older workers depends as much on 
how the work is organized, worker mobility, and retraining policies as on 
the increased loss of independent functioning that accompanies aging. 


A rise in the number of disabilities is expected as a direct result of advances 


in medicine, which has increased the survival rate at birth and following 
illness or accident. 


THE MOST AFFECTED GROUPS 


Disabilities increase with age : 5 per cent of children aged 0 to 14 years 
are disabled; the proportion rises to 9 per cent among 15- to 64-year-olds 
and to 39.7 per cent for senior citizens. 


The disability rate among women is slightly higher, although the difference 
is less pronounced with increasing age. Difficulties in carrying out daily 
tasks are more prevalent in certain areas : the proportion is higher in the 
Outaouais, in working-class districts of Montréal and in remote regions. 


Two groups of people are especially vulnerable : those who because of a 
severe intellectual or mental disability are unable to defend their own inter- 
ests and rights; and those who because of multiple disabilities have limited 
access to services provided for the population at large. 


Many disabled people experience difficulty integrating. In 1986, 62 per 
cent of disabled adults were not part of the labour force, compared with 
26 per cent of unimpaired adults. Over 20,000 children aged 5 to 14 
were not integrated in the regular school system and 28 per cent of them 
were living in poor families. Almost three quarters of disabled people had 
an annual income of less than $15,000. Among disabled people of work- 
ing age, 72 per cent of the women and 45 per cent of the men had no 
employment income. 


CURRENT MEASURES 


Significant progress, but... 


The international community generally regards Québec as a leader be- 
cause of its action on behalf of disabled people. Since 1984, government 
policy has been centred on the prevention of disabilities and on the social 
integration of disabled people. This policy is founded on the belief that in- 
dividual potential must be fully developed. 
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The Policy was drawn up following the passage in 1978 of the Act to se- 
cure the handicapped in the exercise of their rights, which provided for the 


creation of the Office des personnes handicapées. 


Thus, Québec seems well positioned, in light of the quality of the health and 
social services accessible to disabled people. But much resistance remains in 
the application of the Policy. Lack of coordination continues to be the norm. 


Adaptation-rehabilitation : An evolving system 


Québec has made significant progress in rehabilitation, especially in phys- 
ical rehabilitation. The prevailing rehabilitation system appears completely 
adequate for short and medium-term response, where the main objective 
is to restore independent functioning to a person who has a temporary dis- 
ability. Treatment is usually provided in specialized institutions by special- 
ized professionals. 


However, the system is poorly adapted and inadequate to serve the reha- 
bilitation needs of those with permanent disabilities. In these cases, ser- 
vices must focus on restoring maximum autonomy in daily activities, 
improving the quality of life, and ensuring social integration. 


Rehabilitation for the intellectually impaired has been developed more 
along institutional lines. The existing trend toward social integration re- 


quires that we adopt approaches that will allow these people to develop 
skills within their community. 


This new perspective calls for the reexamination of rehabilitation practices 
that are based on an ultra-specialized institutional and professional ap- 
proach. The emphasis is still too often on the weaknesses to be corrected 
rather than on individual strengths. Professional action focuses mainly on 
the individual; there is no contact with family, friends and those who inter- 
act with the person on a daily basis. Worse, there is a lack of continuity 
between the various levels involved in providing services. 


The new perspective also calls into question areas like training and re- 
search, which remain too traditional and technical in their view of rehabili- 
tation and which shape professional values, behaviour and the tools used. 
There is a desperate need for training and development of professionals in 
institutions to work with disabled people in their natural environment. 


Disability payments 


The origin of a disability significantly affects the amount of compensation 
received. Benefits are much higher when the disability is due to an industri- 
al or automobile accident or a criminal act. Many services are covered 
only by insurance plans. Accessibility varies widely according to age. For 
example, government-supported technical aid programs for visually im- 
paired people make the aids accessible to approximately 93 per cent of 
people under 50. Beyond this age, only 10 per cent have access. 


Services to facilitate living at home, designed to compensate disabled peo- 
ple, have improved greatly. They have proven their worth as a way of delay- 
ing or avoiding the need for specialized accommodation, even for severely 
disabled people. These services have also made it possible to create new 
links among the institutions. But family and friends have little say in the indi- 
vidualized service plan. Strong support services to facilitate remaining at 
home represent a significant advance in maintaining social integration. 


School and work 


School integration is another example of the progress already made, but 
much remains to be accomplished. The integration in the regular classroom 
of school-age children suffering from all types of disability is increasing 
and the number of special schools is decreasing dramatically. It appears, 
however, that the social integration of these children has been more posi- 
tive than their academic results. Schools are poorly equipped. Different dis- 
abilities call for very different teaching techniques and course content. 
School integration remains a hotly debated issue among parent associa- 
tions, school boards and teachers’ unions and all too often ends up before 
the courts. New approaches must be developed and examined before radical 
legislation like that of the United States is enacted. 


Workplace integration remains to be achieved. Policies designed as incen- 
tives to workplace integration have not lived up to expectations. Integra- 
tion is facilitated as much by the degree of training as by the quality and 
appropriateness of the learning procedures. The Americans have made 
great strides in this field, particularly for people with average or even se- 
vere intellectual disabilities. The American Disability Act passed in 1990 
created the obligation to adapt work for the disabled. 
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PRIORITIES FOR ACTION 


We must be particularly concerned about situations that handicap people; 
we must compensate for disabilities in order to reduce barriers to an active 
social and economic life. This involves many sectors : housing, transporta- 
tion, income security and education, as well as hiring policies. Compensat- 
ing for disabilities means acting on the disabilities themselves and on the 
immediate environment: it means providing technical aids, home services, 
support at school and in the workplace; it means adapting the home, our 
transportation systems and the workplace. 


Four main action areas are proposed to reduce the number of situations 
that handicap people : 


1. Emphasizing school and vocational integration. 


Financial independence is the main form of autonomy. It begins with 
regular classes in the school system and continues on to the job mar- 
ket. Intervention must be designed with this goal in mind, be it in the 
form of rehabilitation, social adaptation, school integration that contin- 
ues after high school, learning content or various ways of compensat- 
ing for disabilities like adapted transit and technical aids. It means a 
major social and economic commitment for society. 


2. Paying fair compensation to disabled people. 


We must eliminate existing differences in disability compensation sys- 
tems. A number of studies are under way to determine the feasibility, 
costs and benefits of a disability insurance plan that would pay addi- 
tional costs incurred because of disabilities, impairments and handi- 
capping situations. Unlike the guaranteed minimum income system 
which seems to be favoured outside Québec, this plan would combine 
access to financial compensation and certain services. 


3. Providing increased support to families and to community resources 


that serve disabled people. 


Maintaining social integration requires the development of various 
types of community support : increased professional support for natural 
helpers, more home services and the availability of modest resources 
to give caregivers some regular and special-occasion respite. 


4. Improving the training of professionals who work with disabled people. 


Professional development programs must emphasize a less technical 
view of intervention, one that is more centred on the person’s social in- 
tegration and worth, and on the quality of life of both the individuals 
and the people around them. 


RESEARCH 


Develop a research sector to support the social participation of dis- 
abled people. 


Such development will require investment in research infrastructures to 
link universities and the field and to develop programs to teach ways 
of dealing with situations that handicap disabled people. A number of 
disciplines should be developed : evaluation research and longitudinal 
studies on health in the workplace, prospective research into aging 
and the organization of work, research on technologies to compensate 
for disabilities, as well as on the physical and social barriers to the social 
integration of disabled people. 
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Common sources 


of the problems 


Groups with the 
most problems and 


highest risk 


General analysis of health and social problems reveals that a number of 
factors are invariably linked to most of these problems and that certain 
groups are more affected than others. 


The determining factors for health and well-being can be broken down into 
SIX groups : 


© biological factors: 

¢ health-related habits and behaviour like smoking, drinking, exercise, 
diet, sexual behaviour; 

the milieu (family, school or workplace) and the social environment (social 
network and male-female relationships); 

¢ the physical environment; 

¢ living conditions, i.e., income, education, housing, employment; 

e the services system. 


These determining factors affect health and well-being in various ways. 
Consider the well-known impact of smoking on premature birth, low birth 
weight, cardiovascular disease, cancer and respiratory disease. And the 
effect of alcohol on spousal abuse, psychological distress, suicide and 
even cancer. 


The abuse and neglect of children, violence against women, mental problems, 
suicide, infant mortality and morbidity, disabilities, homelessness, injuries and 
several types of cancer are problems that illustrate the close link between poor 
living conditions and health and well-being. 


The quality of life at home, at school, at work and within social networks, 
and male-female relationships are related to previously indicated social 
problems. But they are also increasingly linked to health problems like pre- 
mature births and low birth weight, back ailments, injuries and respiratory 


system diseases. 


To act effectively, we must henceforth consider the common nature of the 
root factors so that we can focus investment on actions that will produce 
the greatest improvement in the health and well-being of the population. 


Analysis also reveals that certain groups are more prone to problems like car- 
diovascular disease, cancer, injury or low birth weight and social problems 
like abuse, neglect and delinquency. These groups also exhibit a number of 
risk factors because of their insecure living conditions. 
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Specific priority action plans have been identified for each of the problems 
studied. This will make it possible to act on the vulnerability and protection 
factors and with certain high-risk groups for each objective stated. Gains 
will certainly be made by treating one problem at a time. But the gains will 


be greater if we target : 


e the determining factors for health and well-being; 
e the most vulnerable groups. 


To do so, we must adopt an integrated approach founded on six overall 


strategies : 


° Encourage the reinforcement of the individual’s potential; 

° Provide support in social settings and develop healthy and safe envi- 
ronments; 

e Improve living conditions; 

° Act for and with groups at risk; 

° Coordinate public policy and action to promote health and well-being; 

e Orient the health and social services system toward the most effective 
and least costly solutions. 


Knowledge of certain problems remains fragmented and must be devel- 
oped. For others, however, the evidence permits the adoption of a general 
direction and specific actions. The strategies presented herein must be con- 
sidered in this perspective. 


ENCO 


OF 


rr w 
. q 


WtYQT = 
iB ; 
pS 


anh @ @ pa! 
ama ea 

; ale 
& & 3B B44 


y J 
ie 


: 


wpoa 


Better understand biologi- 
cal mechanisms and their 
interaction with other 
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Personal characteristics are factors of protection or vulnerability to several 
kinds of problems or limitations resulting from these problems. Three compo- 
nents of personal characteristics may be distinguished by examining these 
problems from the standpoint of health and well-being : biological charac- 
teristics, life style and behaviour, and psychological and social capacities. 


BIOLOGICAL FACTORS 


Since the discovery of the genetic code, spectacular progress has been 
made in understanding the functioning of the human body, in particular the 
nervous, immune and endocrine systems. Because of these developments, we 
now better understand the internal workings of physiological mechanisms as 
well as certain reactions of the organism under specitic circumstances. 


Because of progress in biology and molecular genetics, a large number of 
diseases can now be explained. But the relevance of biological determi- 
nants to the emergence of health and social problems, though daily be- 
coming more apparent, remains difficult to measure with precision. 


It is well known that genetic defects can appear at various stages of life. 
The proportion of deaths attributable to genetic causes, compared with to- 
tal infant mortality, is rising; this is probably because research has been 
shedding new light on genetic influences. 


It is also well known that genetic defects can be caused by chromosomal 
disorders, by the existence of a defective gene (monogenic or mendelian 
abnormalities), or by a combination of genetic factors and factors related 
to life style, living conditions and physical environment. Our understanding 
of the respective contribution of each of these factors to the emergence of 
health and well-being problems, and of their mutual influence on each oth- 
er in these circumstances, is growing rapidly. 


To contribute to a better understanding of biological mechanisms and their 
interactions with other determinants, the Minister intends - 


= to foster better understanding of biological mechanisms, particularly 


the role of genes in the cause of disease; 


= fo encourage research on the interaction between biological factors on the 
one hand, and other influences on health and well-being on the other. 


Respect ethical, social, 
scientific and legal guide- 
lines in the development 
and application of 
knowledge 


Reduce smoking 


However, the fact that knowledge of individual biological mechanisms is 
developed and used in a context of providing services has major implica- 
tions for the individual and for society. As our knowledge of biological 
mechanisms improves, we, as human beings, acquire the capacity to influ- 
ence what we are. But our ability to use this knowledge remains far 
greater than our understanding. It is therefore important that the production 
and use of this knowledge, particularly as regards the role of genes in dis- 
ease, respect ethical, social, scientific and legal guidelines. 


The use of diagnostic tests, for example, should respect generally recog- 
nized criteria, particularly those related to the validity and predictive abili- 
ty of these tests. Tests should be applicable to well-identified target groups 
and reflect possibilities for effective and acceptable therapeutic measures. 
Defining such guidelines requires the participation of all caregivers con- 
cerned with the ethical, social, scientific and legal questions raised by the 
development of knowledge on biological mechanisms. 


To this end, the Minister intends : 


= to work together with the Conseil d’évaluation des technologies de la 
santé, the Fonds de la recherche en santé du Québec, the Conseil 
québécois de la recherche sociale, personnel in the health and social 
services network and users of such services, in order to draw up deci- 
sion protocols directing the use of this knowledge, especially for coun- 
selling and diagnostic services. 


PERSONAL HABITS AND BEHAVIOUR RELATED TO 
HEALTH AND WELL-BEING 


The effects of smoking, poor nutrition, lack of exercise and certain types of 
sexual behaviour on health and well-being have been understood for a 
long time. Alcohol, illegal drugs and prescription medicine are considered 
health-threatening habits. Since this question has already been discussed 
in Objective 6, we will not discuss it here. 


Each year, about 8,000 deaths can be attributed to smoking. The record- 
ed mortality rate among smokers is 1.7 times higher than that for non- 
smokers. Smoking is widely recognized as a major risk factor in 
cardiovascular disease, lung cancer and respiratory disease. Second-hand 
smoke is also harmful to non-smokers, particularly children; tobacco smoke 
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is now the principal source of indoor air pollution. Among women who 
smoke, the use of birth control pills poses additional health risks; despite 
this risk, two thirds of all teenage girls who smoke take birth control pills. 


The proportion of individuals 15 years old and over who smoke has 
dropped from 50 per cent of men and 40 per cent of women in 1978 to 
35.3 per cent of men and 31.6 per cent of women ten years later. Howev- 
er, Québec is the Canadian province in which smoking is most 
widespread. Smoking is now more prevalent among women and children 
than it used to be, even if men are the heaviest smokers. The reason for 
this is that people start to smoke at a younger age and, among young ho- 
bitual smokers, there are more girls than boys. 


To increase the proportion of non-smokers from 60 to 80 per cent, the Min- 


ister intends : 


= to encourage activities promoting awareness of the health effects of 
smoking, especially among young people of school age. 


Poor nutrition causes 30 per cent of all diabetes, cancer and cardiovascu- 
lar disease. Proper nutrition, from birth, protects the individual better 
against stress and infections and their consequences, and makes for more 
rapid recovery from illness. We now understand the relationship between 
a mother’s nutrition during pregnancy and the weight of her infant at birth, 
which in turn has an effect on the child’s physical and mental development. 


But diet is sometimes intimately related to financial means. Certain fami- 
lies’ income does not permit them to eat adequately each day. The number 
of children suffering from hunger has increased over the past few years. 


Poor nutrition can also be reflected in excessive or insufficient weight. Fif- 
teen per cent of all people are overweight. This proportion doubles in 
poorer communities, and women are more affected than men : among 
people between the ages of 45 and 64, twice as many women as men 
are overweight. And, it is well known that excess weight increases the risk 
of disease and premature death. On the other hand, 11 per cent of all 
people are underweight; a quarter of teenage girls in this category would 
like to lose even more weight. Finally, those among the elderly who have 
developed poor eating habits suffer from malnutrition. 


Increase regular physical 
activity 


General eating habits have improved a great deal over the past few years. 
Certain harmful products, however, such as sugar, soft drinks, sweets and 


fatty foods, remain very popular. Québec children consume more of these 
types of foods than other Canadian children. 


To encourage balanced nutrition, help to correct nutritional deficiencies 
and fight against the problem of hunger, the Minister intends : 


= to encourage the availability of healthy foods in public places such as 
day care centres, schools and places of work; 


= fo encourage community initiatives for nutritional support such as at- 
home meal service for the elderly, food banks and community meals 
for individuals and families; 


= to provide financial assistance for nutritional support for pregnant 
women in poorer communities. 


Exercise helps prevent many health problems, such as cardiovascular disease, 
hypercholesterolemia, diabetes, back ailments, overweight and cancer. It also 
slows the physical degeneration caused by the aging process. Finally, by 
reducing tension and anxiety, it prevents depression and in general helps 
maintain good overall physical and mental health. 


People become more sedentary as they grow older; this phenomenon varies 
with income level. Moreover, women are less active than men, and singles 
are more active than people who are married, separated or divorced. 


In 1987, only 12.9 per cent of Quebecers were considered active, that is, 
engaged in physical activity for at least three sessions of thirty minutes 
each per week. In addition, 25.2 per cent were evaluated as moderately 
active, 18.9 per cent not very active, and 24 per cent sedentary. Two 
years earlier, a comparative study ranked Québec last among Canadian 


provinces with respect to physical activity. 
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To increase the proportion of the population who exercise regularly, the 


Minister intends : 


= to promote regularity and constancy rather than intensity in physical 


activity; 
= to promote exercise at school and in the workplace; 


= to encourage cooperation between the health and social services net- 
work and municipalities in the design and implementation of recre- 
ational physical activities intended for groups most at risk. 


The consequences of certain types of sexual behaviour have become an im- 
portant public health issue. In 1987, the largest increase in cases of gonor- 
rhea and chlamydia infections occurred among 15- to 19-year-olds. In 
1989, 20 per cent of AIDS patients were between 20 and 29 years old; 
they had therefore probably contracted HIV when they were adolescents. 


Young girls who get pregnant run important health risks. If the infant is car- 
ried to full term, the mother must very often quit school. Many teenagers 
have unprotected sexual relations, particularly high school students not en- 
rolled in the regular program, drop-outs and street youth. 


Unprotected sex caused an increase in sexually transmitted diseases in the 
1980s. Teenage pregnancy is also on the rise : the rate of pregnancy 
among 14- to 17-year-olds has increased 38 per cent in Québec over the 
last decade; this rate has decreased in the other provinces. 


To promote healthy and responsible sexuality, the Minister intends - 


= to support educational activities, in schools and other social settings 
frequented by young persons, which encourage the development of 
healthy and responsible emotional and sexual relationships; 

il 


to provide parents and young people with complete information on 


means of preventing unwanted pregnancies and sexually transmitted 
diseases; 


Continue campaigns to 
promote awareness of 


healthy life styles 


Reinforce psychological 
and social capacities 


2 to ensure that family planning services are better adapted to the spe- 
cial needs of teenagers; 


to reinforce these services in poorer neighbourhoods and pay particu- 
lar attention to school drop-outs, street teens and young persons living 
in reception centres and foster facilities. 


Since the beginning of the 1970s, several awareness campaigns and a 
number of educational activities have been devoted to improving individual 
life styles. In order to continue these efforts, the Minister intends : 


= to carry out at least one public-awareness campaign per year; regional 
and local agencies will provide support for this campaign. 


PSYCHOLOGICAL AND SOCIAL CAPACITIES 


Most problems of psychosocial adjustment, certain physical health prob- 
lems, mental health problems, the ability to deal with handicap situations, 
the acquisition of health-related behaviour and life style, and participation 
in healthy social settings are all related in part to psychological and social 
capacities, both innate and acquired by individuals at various stages of 
their development and socialization. 


A high-quality parent-child relationship, starting even before the birth of the 
child, and high-quality support given by persons in the child’s environment 
encourage identification and reinforce psychosocial capacities and thus 
prevent a number of problems. Many other factors also reinforce an indi- 
vidual’s personal capacities : a stimulating social environment, success in 
grade school as well as with friends and in leisure activities, and roles as- 
sumed during adolescence that build selfesteem. 


Conversely, health and social problems associated with an unsatistactory 
social environment or living conditions cause certain persons to experience 
psychological and emotional reactions, and engage in certain types of so- 
cial behaviour that will have an influence on their overall condition. 


Psychological and social capacities are important : they enable people to 
make choices and to take control of events in their lives. 
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The psychological and social strength of handicapped persons is very of- 
ten the source of their social and economic autonomy, on the other hand, 
the absence of this strength results in dependence. The real issue for these 
persons is not so much a lessening of their disability as the recovery, main- 


tenance or acquisition of social and economic autonomy. 


Both research and clinical intervention have gradually come to regard the 
biological and life style characteristics of individuals as separate phenome- 
na, and do not always take into account their psychological and social ca- 


pacities. 


The goal in all action undertaken by health and social services providers is 
to help people develop their potential by reinforcing their psychological 
and social capacities. 


In order to reinforce psychological and social capacities, the Minister intends : 


= to support activities aimed at the development of the parent-child re- 
lationship, particularly in families in which one or more children 
show signs of psychosocial adjustment problems and in families in 
which the parents experience significant physical, psychological, or 
social difficulties; | 


= to support activities aimed at maintaining and developing the personal 
capacities of disabled persons, and at giving a more important role to 
the social skills of these persons. 


Give support to 
the family 
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The social settings in which individuals carry on their activities play a large 
part in their life style, habits and behaviour, and determine their living con- 
ditions. Immediate social settings are the family, the school and the work- 
place. The social networks, the nature of relationships between men and 
women, and physical characteristics of the environment also have an effect 
on an individual’s health and well-being. 


SOCIAL SETTINGS 


The deficiencies of a disturbed family environment, associated with poor living 
conditions, may sometimes cause social problems such as drug addiction, 
delinquency, behavioral problems, dropping out of school and suicide among 
parents or their children. The actions of certain parents may compromise the 
children’s development through abuse and neglect. 


The high rate of marriage break-ups, the tension and conflicts which often 
accompany separation, and subsequent problems of adjustment to new cir- 
cumstances are the cause of many problems of health and social adjust 
ment. Both separated parents and their children may experience such 
problems. 


Any discussion of the family must take into account the recent drastic 
changes to the ways family life is lived. The traditional family unit has bro- 
ken up over the last twenty years, family life styles have become more di- 
versified, and families are having fewer children. 


The family remains a special institution for most people, as the place 
where children learn the rules of life in society and begin the process of 
becoming autonomous adults. The family is also a place where many 


adults assume their most important roles in life and experience their most 
intense relationships. 


To provide better support for the family environment, the Minister intends : 


= to encourage early and intensive measures aimed at helping families 
who may experience social problems, particularly problems of violence; 


a to give support to families in which one of the members exhibits seri- 
ous psychological, psychiatric or social problems; 


Give support to 
the schools 


to increase the number of respite and community self-help resources in 
support of families; 


to cooperate with the Secrétariat 4 la famille in encouraging nonviolent 
behaviour in the family. 


As well, the Minister intends to make a specific contribution to the govern- 


mental action plan Familles en téte, particularly with respect to the follow- 
ing measures : 


= identify and promote activities that encourage better distribution of 
family responsibilities between men and women; 


= help representatives of elderly persons develop projects intended to 
help parents of young children. 


Changes in society, as well as the problems experienced by a number of 
families automatically have an impact on the schools. The school is often 
called upon to offset the poverty in which many children live; it must ac- 
cept both handicapped children and those from violent or broken homes. 
In addition, children attending today’s schools are coming from increasing- 
ly diverse cultural backgrounds. 


After the family, the school represents the child’s most important develop- 
mental environment. In school, children must learn to be autonomous, find 
out what success is, acquire the conviction that they can solve problems 
and create solutions, and receive a clear message that they are important 
and loved. The school is a good environment for acquiring skills and devel- 
oping a healthy life style. Cooperation between the school, parents, and 
the other social settings in which young people participate is a way to as- 
sure continuity in, as well as to consolidate, what is learned in school. 


in order to contribute to the reinforcement of the schools, to support teach- 
ing personnel in their relations with parents, and to help young people 
from dysfunctional backgrounds or with social adjustment difficulties, the 


Minister intends : 


= to support initiatives in the school environment aimed at improving the 
school’s social climate, particularly those that promote acquisition of 
skills for the nonviolent resolution of conflicts; 
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= to cooperate with the Ministére de |’Education in encouraging school 
administrators to give additional assistance to young people living in 
difficult family circumstances, and to provide information on resources 


available for this purpose. 


The current incidence of work-related illnesses is well-known. A third of all 
injuries occur in the workplace. Many illnesses can be attributed to pro- 
longed exposure to a number of substances such as lead and toxic gases. 
About 20 per cent of all cancers are related to exposure to chemicals in 


the workplace. 


Certain occupations seem to present greater health risks than others : par- 
ticular examples are the forestry, metallurgical and construction industries. 
In addition, the highest mortality rates can be found among unskilled 
labourers and agricultural workers. Manual workers are four times as likely 
as managers to experience heart problems. 


It has also been demonstrated that certain types of work situations can 
cause mental health problems. Also, the types of working conditions pre- 
senting the highest risks are well known : repetitive tasks in a toxic environ- 
ment, time constraints, overwork, lack of autonomy, weak social support 
and administrative overload. In Québec, 30 per cent of all days off from 
work are due to mental health problems; a third of these problems are 
work-related. Prevention is possible, however, as has been shown by the 
experience of some of the more productive enterprises that encourage 
greater decisional autonomy, social support, and tension reduction. 


The workplace can help maintain or even improve workers’ health (both 
physical and mental) and wellbeing, particularly if it represents a source 
of personal accomplishment and gives people the feeling that they have 
some control over the organization of their work. 


To reinforce protection and safety factors related to health and well-being 
in the workplace, the Minister intends : 


= to support measures aimed at : 


identifying and eliminating hazards to both physical and mental 
health; 


° better information about these hazards; 


Reinforce the social 
network 
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organizing work to encourage worker participation in decision- 


making; 


* organizing work to facilitate parenting activities. 


THE SOCIAL ENVIRONMENT 


The negative effects of isolation are well known. Absence of social support is 


as serious a hazard to health and well-being as, for example, smoking or hy- 
pertension. 


All of the numerous studies on social isolation, on the consequences of un- 
employment, on the work climate, on divorce, or on child development 
demonstrate the importance of the social network (parents, friends, neigh- 
bours, colleagues, self-help groups) as a factor in safeguarding physical 
and mental well-being. 


A balanced social fabric, a strong sense of solidarity with others and par- 
ticipation in a self-help network protect the individual against the cumula- 
tive effects of stress due to difficult living conditions. Social support has an 
immunizing effect, and reduces symptoms caused by problems of adjust: 
ment to stressful events. 


The reinforcement of individual social networks shows enormous potential 
as a means of preventing health and social problems, notably violence, 
negligence, suicide and mental disorders. 


To contribute to the reinforcement of the social network, the Minister in- 


tends : 


= to join with his colleagues in ensuring that both public policy and inter- 
vention safeguard and reinforce the social network; 


= to support local initiatives calling for group solidarity, especially among 
the groups most at risk. 
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Encourage greater equality 
in social relationships 
between men and women 
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The effects of the social differentiation of sex roles on health and well-be- 
ing are better understood today. On the one hand, the particular ways in 
which men and women are socialized lead them to adopt different be- 
haviours with respect to their own health or that of persons close to them. 
Men develop attitudes leading to more dangerous types of behaviour and 
less concern for their own health; they are more reluctant to seek neces- 
sary medical or social assistance. Women still have primary responsibility 
for looking after young children and elderly or sick family members; while 
this role leads them to develop behaviour more in line with safeguarding 
health, they must also bear the consequences of not being able to share 
the workload. These circumstances partly explain gender-related differ- 
ences in longevity and health profiles. 


On the other hand, the relative positions occupied by men and women in 
the public arena, on the job market and in the family are still a source of 
great social and economic inequality. More women than men live in pover- 
ty or otherwise precarious financial circumstances, and run a greater risk 
for illness or disability. This inequality also contributes significantly to the 
perpetuation of various forms of violence against women. 


Relationships between men and women are changing. A number of studies 
have shown that a more equitable division of roles and power reinforces 
individual autonomy, improves the quality of emotional life and family and 
professional relationships, and promotes well-being in general. The reduc- 
tion of social and economic differences between the sexes is a priority. 


To promote greater equality in social relationships between men and wom- 
en, the Minister intends : 


= to support initiatives that : 


address the problem of poverty among women, particularly single 
mothers, through such measures as equal employment opportunity 
and work structure better adapted to family responsibilities; 


act to change relationships between men and women during peri- 
ods of life which best lend themselves to role redefinition : early 
childhood and school age, time of initial sexual activity and roman- 
tic involvement, the period around the birth of a child; 


Promote a safe physical 


environment 


= fo support community activities encouraging individual and collective 
changes, both in men and women, in the direction of greater equality 
and well-being; 

2 


to promote, especially in men and in young boys, nonviolent attitudes 


and behaviour more protective of their own health and that of persons 
close to them. 


THE PHYSICAL ENVIRONMENT 


The quality of the environment has an obvious impact on the quality of life 
of human beings. Air pollution, for example, is associated with respiratory 
disease : respiratory problems are more prevalent in certain polluted ar- 
eas. Ozone can cause irritation or even inflammation of the respiratory 
tract and the lungs. Indoor air quality is important as well, if we consider 
that city dwellers spend about 80 per cent of their time indoors. The main 
indoor air pollutants are tobacco smoke, carbon dioxide, and certain air- 
borne allergens. Water can be contaminated by by-products of chlorina- 
tion or by agricultural and industrial activities. Contamination by 
microorganisms of human or animal origin is frequent; the relationship be- 
tween these microorganisms and gastroenteritis is well established. Other 
pollutants, such as mercury, have found their way into the food chain. 


Soil used for agriculture can occasionally become contaminated by exces- 
sive use of fertilizers and pesticides, by mining and other industrial activi- 
ties, and by air pollution. There is concern about the long-term effects of 
this contamination of the food supply. 


Human activity affects the environment. We now see that this activity has 
resulted in a buildup of toxic materials, deterioration of the soil, contamina- 
tion of the food chain by pesticide residues and heavy metals, deforesta- 
tion, the loss of farmland, the depletion of the ozone layer, acid rain, and 
other negative effects. Urban development brings with it a number of prob- 
lems as well : waste buildup, air pollution, problems with drinking water 


supplies. 


The Ministére de la Santé et des Services sociaux and its network must ally 
‘tself with the movement for sustainable development, which favours re- 
source exploitation and economic development compatible with safeguard- 
ing and promoting healthy and safe environments for the benefit of present 


and future generations. 
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To promote the safety of the physical environment, the Minister intends : 


to participate in interministerial studies of the health effects of these dif- 
ferent items (notably contamination of the food chain by pesticide 
residues, heavy metals or domestic waste) and of the appropriate ac- 
tions and methods to reduce these health hazards; 


to collaborate with the Ministére de I’Environnement to improve access 
io information on the environment and on environmental health, and to 
improve dissemination of information on environmental health hazards 
and on ways to guard against them; 


to support information and mobilization activities in local communities 
which encourage individuals and groups to engage in behaviour 
favouring healthy and safe environments; 


to improve environmental health management in collaboration with all 
ministries concerned, notably by setting up data banks on environmen- 
tal risks, centres of excellence in environmental health, emergency ac- 
tion teams, and agencies to investigate complaints about problems of 
environmental health; 


to strictly monitor compliance with standards in the management of 
biomedical wastes. 


THIRD STRATEGY 
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Reduce income deficiency 
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Health and well-being are in large part a function of income, educational 
level, housing conditions, and opportunities for access to the job market. 


INCOME 


Financial deprivation has direct and indirect effects on health and well-be- 
ing. An analysis of the problem provides a number of illustrations of the 
myriad social and health problems resulting from life in disadvantaged 
communities. The considerable stress caused by poverty is responsible, in 
large part, for the lack of success of measures aimed at correcting bad 
habits such as smoking and alcohol and drug consumption. Income defi- 
ciency affects certain choices which have an impact on health. For exam- 
ple, many low-income families must devote more than 30 per cent of their 
budget to housing. These families often have to cut back on food and often 
only have television as a leisure-time activity. 


Sufficient income brings a significant feeling of control over one’s life since 
it allows for satisfaction of life’s principal needs : housing, food, and, on 
occasion, leisure. In Québec, income deficiency is relative, since it is de- 
fined with respect to the well-being level of a given social group. To be 
poor means having insufficient access to basic goods and services as well 
as fo opportunities commonly open to more advantaged groups of the pop- 
ulation. Poverty is reflected in insufficient representation in government and 
often in marginalization, discrimination, disapproval and shame. 


Many factors have recently led to a resurgence of poverty : the two eco- 
nomic recessions which Québec has experienced (as has the entire West- 
ern world) since the beginning of the 1980s, the breakdown of the 
traditional family and the rise of single-parent families, the increasing gap 
between the qualifications required by employers and the training of many 
job seekers, and the proliferation of insecure jobs. Other, more visible 
forms of poverty have thus come into being. 


Over the last decade, the situation of many groups, especially children, 
has deteriorated. More generally, the overall situation in Québec has wors- 
ened in comparison with that in other regions of Canada. Québec now 
ranks last with respect to overall poverty. The level of household poverty in 
Québec was 22.6 per cent in 1988, compared with 13.1 per cent in On- 
fario, 17.7 per cent in the Prairies and British Columbia, and 18.4 per 
cent in the Maritimes. Québec is in last place among Canadian provinces 
with respect to poverty among persons living alone and in eighth place, 


Increase the proportion 
of students who finish 
high school, according 
to objectives set by the 
Ministere de ’ Education 


before Newfoundland and Saskatchewan, with respect to family poverty. 
Although Québec accounts for a quarter of the Canadian population, it 
has a third of all poor Canadian households. 


Other recent statistics reveal that one baby in five is born into poverty and 
one in ten into extreme poverty; 23.1 per cent of all households with three or 
more children are poor, as are 41 per cent of all single-parent families and 
close to a third of all households headed by someone less than 24 years old. 
Many single-parent families, especially those headed by women, are in 
fact living in precarious circumstances; these are the families which must 
be supported for the longest time by income security programs. Two children 
out of three belonging to single-parent families are poor — and one in two 


very poor — compared with 13 per cent in the case of children belonging 
to two-parent families. 


To reduce income deficiency, the Minister intends : 


= to prepare, over the next few months and in association with his col- 
leagues in other ministries and agencies concerned with poverty and its 
resulting social dependence, a plan for government action to reduce 
poverty; the priority will be on families with young children. 


EDUCATIONAL LEVEL 


A number of studies have shown the close relationship between education- 
al level and state of health and problems of adjustment or social depen- 
dence. It is well known, for example, that the better-educated have better 
access to services, are better able to defend their rights and are more av- 
tonomous. Of course, a high level of education goes hand in hand with a 
good income, a fulfiling job and access to culture. At equal levels of in- 
come, people with better education are in a better state of personal health 
and well-being. Regardless of age or sex, better-educated people take bet 
ter advantage of goods and services; they participate and contribute more 
actively to life in their community. 


In 1986, close to a quarter of the population had not completed Grade nine. 
In certain Montréal areas, this proportion even reached 50 per cent. About 
10 per cent were illiterate and 18 per cent were functionally illiterate. 
Québec falls in second-to-last place among Canadian provinces in this re- 
gard, just ahead of Newfoundland. 
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According to the Ministére de ‘Education, the high-school diploma is the 
minimum level of education that should be pursued. This diploma is a starting 
point for the acquisition of occupational skills; it is also necessary for pur- 
suing higher education in CEGEP and university, an essential condition for 


a qualified labour force and a vital society. 


However, the most recent data indicate the probability of obtaining a high- 
school diploma was 64.7 per cent in 1989-90. The proportion of young 
people who leave high school without obtaining a diploma has stood at 
more than 35 per cent for the last three years. In other words, of the 
90,000 students who leave high school each year, about 30,000 have not 
finished their studies — one student in three. In Québec as elsewhere, 
dropout rates are higher in poorer neighbourhoods. The risk of failure is 
twice as high for children from low-income families as for other children. 
As well, children from poor backgrounds show the most social adjustment 
and health problems. 


The main consequences of dropping out of high school and of illiteracy 
are lack of access to knowledge and personal freedom, poorer chances of 
tinding a job, reduced occupational mobility, and lower income. In addi- 
tion, less educated persons are at greater risk of social and health prob- 

lems and, as a result, entail considerable social costs. | 


The Minister agrees with the objective of his colleague the Education Min- 
ister to reduce the number of dropouts and to that end, he intends : 


= to increase the support offered to disadvantaged parents during the 
first years of their children’s lives in order to prevent the problems of 
social adjustment which often cause failure in school: 


= to support the Minister responsible for the Office des services de garde 
d l’enfance in improving access to day care centres, particularly for dis- 
advantaged families; 
International experience has shown that regular attendance at educa- 
tional day care centres for very young children from poorer environ- 
ments prevents many problems of social and educational adjustment. 


to set up, in cooperation with his colleagues in the appropriate min- 
istries and agencies, stimulation programs for children from 2 to 4 years 


old, giving priority to disadvantaged segments of the population; 


= to reinforce present CLSC services in the schools. 


Improve access to moder- 
ately priced housing to 
reduce the number of 
households who devote 
more than 30 per cent of 
their income to housing 


Emphasize the creation 
of stable employment and 
improve access to the job 
market 


HOUSING 


Life in a dilapidated, poorly heated, poorly ventilated apartment has par- 
ticular effects on the health of children and the elderly. Infectious diseases 
colds, flu and ear infections are more frequent in such housing. Ei: 
conflict and the level of stress have been noted to rise in families living in 
apartments which are too small and poorly soundproofed. In addition, the 
cost of housing appears to have primary importance for family organiza- 
tion. The quality of physical and mental health will be affected to the extent 
that expenses on food, clothing and leisure activities are constantly being 
cut back because of the cost of housing. 


Above all, living in an apartment means living in a social environment. 
High traffic density, increased exposure to toxic substances, an environ- 
ment propitious to criminal activity and a lack of recreational facilities are 
all factors which increase the risk that social or health problems might de- 
velop. On the other hand, it has been observed that at equal levels of 
poverty, a neighbourhood in which the social network is still viable will 
show fewer problems of health and social adjustment. 


To improve the quality of physical living conditions in low-income house- 
holds, the Minister intends : 


= to support his colleague responsible for the Société d’habitation du 
Québec in its activities aimed at : 


¢ improving accessibility to moderately priced housing, particularly for 
poor single-parent families; 


¢ developing formulas for cooperative-type social housing and for in- 
come support to safeguard the stability of low-income families and 
protect their social network. 


EMPLOYMENT 


The effects of unemployment are well known : differences in physical and 
mental health between the employed and the unemployed increases with 
the length of the period of unemployment. The unemployed are more likely 
to suffer from psychological problems and physical problems such as hy- 
pertension and heart disease. Variations in the unemployment rate are re- 
flected in similar variations in the suicide rate. An increase in unemployment 
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is generally accompanied by a rise in delinquency and criminal activity. 
However, social support is an important factor of protection among the un- 


employed. 


In addition to an income, work provides autonomy, social integration, sat- 
isfaction, and the feeling of being in control of one’s life. 


Since the beginning of the 1980s, the unemployment rate has been holding 
steady at around 10 per cent. Particularly affected have been the young, 
and certain regions such as Bas-SaintLaurent, Gaspésie, Cdte-Nord and 
Northern Québec. Importantly, there has been a sizeable increase in pre- 
carious employment among the young and women. 


The job market still presents many obstacles to the disabled, although ac- 
cess fo employment for these persons is a prerequisite for their integration 
into society. 


To emphasize job creation, the Minister intends : 


= to support the efforts of his colleagues from other ministries and agen- 
cies to increase the creation of stable employment and improve access 
to the job market; 


= to make key participants from the public and private sectors more 
aware of the obstacles to employment for the disabled and of ways to 
reduce these obstacles; 


= to invite his colleagues from other ministries and agencies to revitalize 
the government’s workplace integration program for the disabled in 
the civil service; 


= fo continue the reduction, in health and social service facilities, of the 
number of temporary positions by increasing from 40 to 60 per cent 


the proportion of permanent jobs for nursing staff; 


= _ fo encourage the establishment of support groups for the unemployed. 


FOURTH STRATEGY 


ACT FOR AND WITH 
GROUPS AT RISK 


aseene 


Which groups are at risk? 
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A number of groups known to have multiple problems are characterized 
by exposure fo several risk factors : unhealthy life habits, disturbed social 


environments, economic difficulties, and so on. 


Depending on the problems and factors considered, people at risk may be- 
long to either sex, a particular age group, a specific culture or a given ge- 
ographical area. Some have to cope with a disability. Socioeconomic 


status is also, in most cases, a major factor. 


Clearly, the fact that individuals belong to one of these groups can affect 
their lives in many ways, and even shape their perspective on health and 
well-being. A decision to act for and with groups at risk is based on the 
conviction that any such action, to be effective, should be carried out using 
these groups’ own perceptions and values; it should reflect their own Ian- 
guage, and bring into play their own strength and creative energy as well 
as that of their social setting. 


Sex and age determine not only certain biological characteristics, develop- 
mental stages, and physiological processes; they also determine a person’s 
position in the social hierarchy and influence relations of power and depen- 
dence that have a profound impact on living conditions and the ability to act. 


Despite their very different problems, the young, the elderly and the dis- 
abled have in common a low level of social integration, a lack of recogni- 
tion of their contribution to society and, at times, a great need for help and 
support. The economic conditions and social environment that foster vio- 


lence against women, children, and the elderly are also a major fact of life 
for these groups. 


Although for the most part they enjoy a good economic situation and state 
of health, ethnic communities are composed of very heterogeneous sub- 
populations split between the two socioeconomic extremes. While some 
communities are better off financially and better educated than the Québec 
average, others are very poor and under-educated: smaller communities of 
more recent immigrants tend to fall into this second category. The immigra- 
tion experience itself is a major source of stress, since the first years in a 
new country are often accompanied by problems of integrating into the 
community and the workplace. The reactions of the host community can 


also influence the mental health and adjustment of individuals over the 
medium or long term. 


The socioeconomic situation of Native communities is precarious in all re- 
spects. These communities show a very unfavourable health profile, not 
only because of high death and disease rates but also because of the 
large number of social problems. The culture and life style of Native peo- 
ples have changed profoundly over the last thirty years. The transition to a 
more sedentary way of life, as well as changes in the value system, have 
led to intergenerational conflicts that in turn affect family and community 
networks, producing a clear deterioration of the social fabric. 


Finally, people from poor communities have very well documented problems. 
In certain regions, such as the Bas-SaintLaurent, Gaspésie, Abitibi-Témis- 
camingue, Cédte-Nord and Northern Québec, poverty is widespread. Older 
inner-city neighbourhoods show heavier concentrations of social and health 
problems than do suburbs. In addition, cities in which economic life depends 
on exploitation of mineral and forest resources have more than their share of 
problems, as do a number of remote communities. Thus economic conditions, 
the quality of the social fabric, and physical circumstances all contribute to a 
community's overall level of health and well-being. 


Each of these groups is at risk for a number of reasons. Despite the over- 
lap and the fact 'that many people may belong to more than one group, 
target populations can be defined. Efforts must be stepped up to reach the 
following groups at risk : 


On the level of the individual 


e Young people in poorer neighbourhoods : focus on improving their liv- 
ing conditions; supporting the parental role and natural self-help net 
works; promoting mental and sexual health; promoting better life styles 
and behaviour more protective of health and well-being; 


e Elderly women living alone and in poverty : focus on maintaining their 
autonomy and integration into society, preferably in a home environ- 


ment, and on improving their socioeconomic status; 


© Mildly or seriously disabled people : focus on maintaining and devel- 
oping their integration into society. 
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On the level of the family 


© Families with children experiencing violence : focus on reducing in- 
equality between men and women; strengthening parent-child rela- 
tions; supporting the parental role; detection of violent behaviour and 
assistance to victims of violence and children who witness it; 


¢ Single-parent, low-income families : focus on prevention of teenage 
pregnancies; the fight against poverty and social isolation; support for 
child care; protection of mental health; adjustment following marital 


breakdown. 


On the level of the community 


¢ Groups of recent immigrants : focus on support for integration into soci- 
ety and the workplace; access to information; services adapted to cul- 
ture of origin; 


e Native communities : focus on community action; gradual “nativiza- 
tion”; increased community responsibility for social and health services; 


¢ Residents of poorer neighbourhoods, resource-based communities and 
remote villages : focus on respect for community particularities and 
recognition of local creative energy. 


Help to these socially vulnerable groups, whether in preventive or curative 
measures, must be structured so as to respect the real needs of each group; 
understanding of these groups must therefore go beyond simple information 
on their wellbeing and state of health. Development of appropriate prac- 
tices and tools and training of staff to work locally are also essential. 


To reduce social problems and risk elements in acting for and with ‘groups 
at risk, the Minister intends : 


= to allocate resources in order to intensify efforts in communities and re- 
gions where groups at risk are concentrated; 


= to adapt services to the values and life styles of these groups; 


to support measures to improve these groups’ living conditions and cir- 
cumstances; 


to stimulate research toward a better understanding of groups at risk, 


with emphasis on their social and health problems, and to disseminate 
the findings of this research; 


to assess the impact of measures taken to help these groups; 


to include a component on groups at risk in basic and on-the-job train- 
ing of health and social services personnel. 
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FIFTH STRATEGY 


Coordinate public policy 
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The cost to society of health, social adjustment and integration problems 
experienced by a portion of the population is high, not only financially but 
in human terms as well. These problems lead to dependence on society 
and the entire community must assume the cost of programs and services 
needed to counteract this dependence. In addition, groups who show mul- 
tiple social and health problems are offen those for whom other govern- 
ment agencies already provide a large number of services. A greater 
coordination of program objectives and actions designed to serve these 
groups at risk will reinforce the impact of existing programs. 


If the objectives of this Policy are to be attained, five major priorities for ac- 


tion appear essential : 


¢ reinforcement of the family; 

e reinforcement of the schools; 

e development and reinforcement of social networks; 
® access to jobs; 

¢ alleviation of poverty. 


These spheres of activity overlap to a large extent with sectors outside 
health and social services. Although many of these priorities are shared 
with other government agencies, they should not be implemented by agen- 
cies acting in isolation. For action to be effective it should be coordinated 
and applied in all spheres of public intervention. 


Two kinds of activity are required to meet these challenges : the coordina- 
tion of government activity and the development of dynamic resources at 
the local and regional levels. 


COORDINATION OF GOVERNMENT ACTION 


Uncoordinated, rigid public policy can in fact weaken certain client groups 
or perpetuate situations of inequality. For example, measures designed to 
save money in one sector but which only lead to increased spending in an- 
other are to be avoided because of their social consequences. Social poli- 
cy should be coordinated, and incorporate the health and social services 
perspective more fully. It should take into account developmental deficien- 
cies having a serious impact on health and well-being and attempt to recti- 
fy them. Shortterm benefits should not overshadow medium- and long-term 
effects. Policies and programs affecting families and socially vulnerable 
groups should receive particular attention. 


Support local and regional 


initiatives 
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But public policy should not just treat the consequences of social problems 
but should guide development as well. Public policy can be used to ee 
an environment conducive to both health and well-being and, at the same 
time, social and economic development. 


In order to encourage the coordination of public policy and governmental 
action, the Minister intends : 


= to collaborate with his colleagues from other ministries concerned and 
public agencies to implement interagency action plans designed to coun- 
teract social dependence according to the five priorities listed above. 


DYNAMIC FORCES AT THE LOCAL AND REGIONAL LEVEL 


Individuals identify with communities in which they establish personal rela- 
tionships and form social bonds important for a sense of belonging. The in- 
dividual may also belong to various organizations, support networks or 
self-help groups. 


People generally identify first with their neighbourhood, then with their vil- 
lage and municipality, and finally with their region. Thus awareness of the 
quality of life and its constituent elements — health, economy, prevention of 
social problems, environment, safety — develops locally. 


Municipalities are now being called upon to become partners in improving 
health and well-being. Their sphere of jurisdiction gives them the power to 
act with respect fo factors important to health and well-being (air and wa- 
ter quality, waste management, planning, leisure activities and other ar- 
eas); they understand the needs of their population very well; they are 
important agents for bringing people together. With the reform in health 
and social services, municipalities can now participate in decisions regard- 
ing the orientation of services, since they will have representatives on the 
boards of directors of regional health and social services boards. 


Regional self-contidence has been gradually growing since the Quiet Revo- 
lution in the 1960s. Today, the distinctive personality of each region con- 
tributes to the dynamic energy of society as a whole. 


The decentralization announced in the Reform is intended to encourage 
creative solutions at the local and regional level. A local population is better 


able to orient decisions and set pes services which best meet its particular 
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needs; a more solid basis for intersectoral cooperation is also to be found at 
the local level. The decentralization policy reiterates the importance of giving 
the new regional boards, as well as the appropriate local institutions and or- 
ganizations, the responsibility necessary to interpret objectives according to 
the needs of the community and to adopt the required measures. 


In order to encourage creative solutions at the local level, the Minister intends : 


= to support the development of local initiatives promoting health and 
well-being, particularly the “Villes et villages en santé” network; 


= to encourage the reinforcement of social networks by supporting self- 
help groups and community organizations, particularly in communities 
most at risk. 


To encourage creative solutions at the regional level, the Minister intends : 
= to urge regional boards to work with different key individuals from the 


region, particularly those whose action affects the health and well-being 
of the population. 


SIXTH STRATEGY 


Organize and manage 
action based on the 
clientele to be served 
and the problems 

to be solved 
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The objectives, priorities for action and strategies of the Policy require that 


the health and social services system : 


© consider the production of services as a means rather than an end in itself; 

© see individuals, groups and communities as agents in the search for so- 
lutions to their problems and not just as service recipients; 

° become more open to the idea of cooperation, both within the system 
and with outside partners. 


Considering these imperatives, and based on the responsibilities and pre- 
rogatives of the different agents in the system, the Minister intends : 


= to monitor the implementation and progressive adjustment of the Poli- 
cy’s priorities for action and strategies based on stated objectives. 


This commitment assumes the consolidation of four functions explicitly stat- 
ed in the legislation : 


¢ design of programs at a national level; 

¢ regionalization of service organization and resource planning for pro- 
gram implementation; 

¢ equitable distribution of resources; 

® assessment of results. 


In addition, the success of the Policy depends on the extent to which the 
Ministry and its network can stimulate others to commit themselves to devel: 
oping the Policy and pursuing its objectives. 


PROGRAM DESIGN AND REGIONALIZATION OF SERVICES 


Administration of the services network is currently organized by category 
of establishment or by group of professional workers, in other words, by 
unit of production. This method of organization has often been criticized 
for producing compartmentalized, rigid, overlapping, and inefficient forms 
of action. In addition, accountability within the system is oriented more to- 
ward respecting the allocated budget and budget rules than toward 
achieving results in terms of problems actually solved. 


To organize and mana 


| ge action based on Policy objectives and strategies, 
the Minister intends : 


to base the organization of activities on five major areas : 


¢ social adjustment; 
¢ physical health; 

¢ public health; 

¢ mental health; 

¢ social integration. 


These five areas circumscribe the most important problems faced by the 


clientele of the health and social services network. Within these areas, the 
Minister intends : 


= to define orientations and priorities and to identify expected perfor- 
mance based on the objectives of the Policy on Health and Well-being; 


= to design programs integrating all activities intended for a particular 
clientele or problem area for which human, material and financial re- 
sources have been committed; 


= to request regional boards to organize all services arising from these 
orientations, priorities, objectives and resources, by assuring a balanced 
integration of all types of action : prevention, promotion, diagnosis, 
treatment, protection, rehabilitation, compensation, social integration; 


= to set up a system of accountability, based on the results obtained, for 
each decision-making level (institution, local organization, regional 
board, ministry). 


This new structure for organizing and managing the activities of the system 
will take on increasing importance in orienting the allocation of human, 
material and financial resources and in developing information systems. 


For the activity area specific to public health, and in compliance with the 


law, the Minister intends : 
= tocall upon the help of regional authorities in order to : 


e inform the population about the general state of health of its individu- 
al members, priority health problems, groups most at risk, principal 
risk factors and intervention judged to be most effective; 
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Emphasize activities for 
problem prevention and 
promotion of health and 
well-being 
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e identify situations likely to endanger public health and see to the 
implementation of all measures necessary to safeguard the public; 


° ensure the development of expertise in prevention and promotion 
for the benefit of all programs assigned to regional boards; 


= to take all necessary measures to safeguard public health. 


Two activity areas demand particular attention in the organization of services 
and planning of resources : promotion and prevention, and basic services. 


Prevention activities and the promotion of health and well-being are at the 
heart of the priorities for action and strategies outlined in the Policy. As 
such they should be integrated into ministerial orientations by activity area, 
into programs, and into plans for organizing services drawn up as part of 
these programs. Finally, they should be supported at all decision-making 
levels of the health and social services system. 


Prevention essentially consists in reducing health and social problems by 
acting on factors of risk and vulnerability. The promotion of health and 
well-being consists in reinforcing protective factors through activities taking 
advantage of the potential of persons and. groups. 


Prevention is closely linked to the development of knowledge about each 
particular problem, and includes all measures intended to be carried out 
before a problem manifests itself. The promotion of health and well-being 
calls into play various activities - health education, community develop- 
ment, social marketing, and communication — that groups can take an ac- 
tive part in to improve their own health and well-being. 


These two central functions presuppose : 


¢ the availability of precise information on determining factors and 


groups at risk; 


¢ the ongoing monitoring of changes in the state of health and well-being 
of the population; 


° the possibility of detecting problems at the outset. 


Increase and reinforce 
accessibility to basic 
services 


To better support prevention efforts and promotion of health and well-being 
at all levels of the services system, the Minister intends - 


= to devote to these activities a minimum of 20 per cent of the overall de- 
velopment budget already allocated for implementation of the reform; 


= fo set up, as soon as possible, the Centre d’expertise en prévention et 
en promotion de la santé et du bien-étre, as stipulated in the Reform. 


Since the 1970s a great deal of effort has been invested in eliminating ob- 
stacles that prevent access to services. This increased accessibility has of- 
ten been made possible, however, by the development of very 
sophisticated and costly solutions. 


For example, 50 per cent of Quebecers use hospital emergency facilities 
as an initial point of contact with the services system. In Canada as a 
whole, this proportion is 30 per cent; in Ontario, less than 25 per cent. 
Only 5 per cent of people use CLSCs for this purpose. 


While the greatest possible accessibility to services should remain a prima- 
ry concern, two moderating factors should also be taken into account : the 
close involvement of individuals, groups and communities in measures in- 
tended for them, and the use of the simplest and most efficient ways to 
solve problems. With this in mind, priority is placed upon reinforcing and 
developing basic services in the areas of social adjustment, physical 
health, public health, mental health, and social integration. 


To increase accessibility to basic services and to make as much room as 
possible for solutions developed for, with and by client communities, and 
in continuity with the reform of health and social services, the Minister in- 


tends : 


«= to reinforce the CLSC as a front-line facility, increase the availability of 
services offered and make it a preferred centre for cooperation be- 


tween local groups; 


to increase subsidies to community organizations, according to 
amounts and at the rate stipulated in the Reform, and encourage their 
participation in consultations and decision-making within the network. 
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EQUITABLE ALLOCATION OF RESOURCES 


A result-oriented organization of the activities of the health and social ser- 
vices network will change the present, essentially supply-oriented method 


of allocating resources. 


The new method for allocating resources should make use of precise infor- 
mation on the way health and social problems develop in the entire popu- 
lation, as well as in certain groups and by geographic area. It should also 
correct current disparities so that the desired performance level can be at 
tained as efficiently as possible. Finally, it should be based on the idea that 
managers are responsible not only for balancing their organization’s bud- 
get but also for achieving a certain performance level defined in terms of 
problem reduction. 


Accordingly, the Minister intends : 


= to allocate human, material, and financial resources by activity area 
and by program; 


= to distribute these resources between the various regions essentially on 
the basis of the size of the population to be served and the characteris- 
tics of this population; 


= to ensure that the intra-regional resource allocation is carried out ac- 
cording to these same guidelines and encourages solutions deemed to 
be the most efficient and the most appropriate; 


= to take particular account of areas in which groups most at risk are 
concentrated. 


EVALUATION 


The health and social services network must make the most judicious use 
possible of its resources. The reform and the new Act respecting health ser- 
vices and social services contain various provisions intended to improve 
the efficiency of the services system. The adoption of result-oriented mea- 
sures puts the search for efficiency at the very heart of all system activities. 


Monitor activities and 
evaluate intervention 


Two instruments — monitoring and evaluation — are essential to understand- 


ing the extent to which the system has achieved the desired results and to 
allow for selection of the most efficient measures. 


* Monitoring is based on a group of reliable indicators and is useful for 
keeping track, in time and space, of the development of a given situa- 
tion with respect to stated objectives (for example, alleviation of a 
problem), changes in this situation in certain groups, and equitable al- 
location of human, material, and financial resources. 


These indicators call attention to unsatisfactory results which may justify 
corrective measures. The “clientele” and “population” information sys- 
tems, as well as survey data on the state of health and well-being of 
the population, are essential tools in this context. 


¢ The purpose of evaluation is to assess the relevance, efficiency, effec- 
tiveness, quality, and impact of intervention provided by the system as 
a whole; it is also useful for identifying the measures needed to obtain 
desired results among a given clientele. Finally, evaluation allows, if 
necessary, a redesign of the organization and functioning of specific 
resources in order to improve system performance with respect fo a given 
clientele or problem. 


Monitoring and evaluation are essential management tools at each decision- 
making level : ministry, regional board, local organization, and institution. 


To keep track of Policy objectives as well as ongoing activities of the health 
and social services system, the Minister intends : 


= to develop reliable indicators of the state of health and well-being of 
the population and its constituent communities, particularly in the social 


sphere; 
= to conduct the Santé Québec Survey every five years; 


= to reinforce the development of the “clientele” and “population” infor- 
mation systems based on activity areas and programs; 
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= to evaluate, systematically and in an ongoing manner, the quality and 
effectiveness of interventions and new technologies, as well as health 


and social services in general; 


= to periodically review the range of services offered based on needs, ef- 
fectiveness and results. 


POLICY IMPLEMENTATION AND DEVELOPMENT 


The Policy on Health and Well-being is not a static tool. It must be constant- 
ly updated so that it can serve to develop and share knowledge. 


Policy follow-up depends on the participation of the population at large as well 
as the research community, personnel of the health and social services network 
and other sectors of activity, managers, and community organizations. 


To implement the Policy, the Minister immediately grants regional boards 
the mandate to : 


¢ interpret the objectives and strategies of the Policy taking into account 
the social and health characteristics of the residents of their region and 
the desired results for Québec as a whole; 


* implement an action plan to meet chosen objectives and carry out chosen 
strategies, in consultation with institutions and organizations of the region. 


This action plan will be approved by the regional assembly and re- 
viewed every three years. 


Despite the rapid advancement of knowledge concerning health and well- 
being, and despite constant support to research activities by various pro- 
grams (Fonds de la recherche en santé du Québec, Conseil québécois de 
la recherche sociale, research grants in community health), a number of ar- 
eas remain unexplored or underdeveloped. Notable examples are re- 
search into factors determining state of health and well-being; research 
into groups at risk; and clinical research to develop and assess diagnostic 


tools as well as therapeutic measures to increase the length or quality of 
people’s lives. 


The development 


of human resources 


Research should be oriented toward an analysis of different problem areas 
in society and of the role played by living conditions, habits and other be- 
haviour related to health and well-being. Finally, research should help in- 


crease know-how, the effectiveness of clinical measures and action 
undertaken with groups at risk. 


With this in mind, the Minister intends - 


= to develop research on protective factors and promotion of health and 
well-being, as well as on the situation of groups at risk; 


= to develop evaluation research, particularly on the effectiveness and 
quality of intervention; 


= to support action research carried out in natural social settings, in co- 
operation with the population concerned. 


Tens of thousands of people working in the health and social services sec- 
tor — members of boards of directors, volunteers, managers, professionals 
and all other staff members — will have a crucial role to play in implement 
ing the Policy on Health and Well-being. 


Basic and on-the-job training programs must be adapted to take into ac- 
count the new Policy objectives : result-oriented management, putting 
knowledge of the determining factors of health and well-being into prac- 
tice, priority to the most effective measures, working with groups at risk, 
quality control, performance evaluation. 


Emphasis must be placed on cooperation between educational institutions 
and health and social service establishments, in an effort to define pro- 
gram content and increase practical training. This cooperation should exist 


at all levels, from managers to practitioners. 


Finally, all those concerned should be prepared to participate actively in 
defining the direction and organization of services. 
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With this in mind, and in accordance with measures adopted as part of 


the Reform, the Minister intends : 


= to join with the Minister of Education and the Minister of Higher Educa- 
tion and Science in translating the objectives, priorities for action, and 
strategies of the Policy, as well as the improved knowledge resulting 
from it, into programs for training future professionals and managers 
in health and social service; 


= to call on all institutions and regional boards to coordinate annual hu- 
man resource development plans with the Policy on Health and Well- 
being and regional service organization plans; 


= to support efforts to prepare members of the boards of directors to ful- 
fil their role; 


= to continue to close the funding gap so that training in the health and 
social services network is funded at a level comparable to that found in 
the educational system and in the civil service. 


To encourage ongoing development of the Policy on Health and Well-being, 
and to support the active involvement of all health and social services per- 
sonnel in furthering its objectives, the Minister intends : 


= to make annual reports to the government and to the Commission par- 
lementaire des affaires sociales on the principal measures adopted by 
the Ministry to achieve the objectives and follow the action strategies 
set out in the Policy; 


= to ensure that regional boards report to him annually, and to the Com- 
mission parlementaire des affaires sociales every three years, on 


progress in drawing up regional action plans to meet the objectives 
and follow strategies set out in the Policy; 


= to solicit the advice of the Conseil de la santé et du bien-étre on imple- 
mentation of the Policy and any updates to it; 


= to join with the Conseil de la santé et du bien-étre in holding a triennial 
national forum to evaluate progress, share knowledge, report on expe- 
rience obtained in different settings and inform the general public. 
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CONCLUSION 


Over the past twenty years or so, discussion of health and well-being issues 
has often turned into a debate on the merits of expanding the services system. 
With the public, institutions, professional associations, and unions demanding 
increases in services and resources on one side, and the government, con- 
cerned about the growth of expenses, on the other, health and well-being 
have become as much bones of contention as objects of control. 


The Policy takes a less restrictive view of the problem and puts issues of 
health and well-being back in their true context - society itself. It restates a 
lesson which History has taught us many times : that the most spectacular 
improvements to health and well-being are in large part a function of bet 
ter living conditions, improvements to the quality of the social environment 
and a general increase in prosperity. Québec society has chosen to pro- 
tect all of its members against disease. On the other hand, we know that 
many risks have nothing to do with chance and are invariably the lot of 
certain social strata and specific groups. All the indicators call upon us to 
go beyond the strict limits of the services system and to consider all mea- 
sures possibly affecting health and well-being. 


Québec society will have to invest more than 130 billion currentvalue dol- 
lars in health and social services over the next ten years, depending on the 
capacity of taxpayers to pay for these services. These resources must be 
managed in the best way possible. There is no evidence to support the 
conclusion that the public’s health and well-being will be improved by the 
addition of still more services. Today's challenge consists instead in offer- 
ing the “right services” at the “right place” and at the “right time” : in oth- 
er words, services designed to attain stated objectives. This challenge 
applies to all of society : the health and social services system might be 
subject to new pressures if investments in education, the family, and em- 
ployment are not made at the same time. 


The Policy on Health and Well-being extends the reform of the health and 
social services system and defines a new direction for the system's organi- 
zation and functioning. We make a more fundamental argument, however : 
if the Policy succeeds in stimulating sufficient public commitment and inte 
leads to a reduction in the incidence and scope of the principal problems of 
health, social adjustment, and social integration, then it will also bring with 
it many positive spinoffs for Québec’s economic and social development. 
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Social dependence should always be taken into account in any discussion 
about the competitiveness of the Québec economy, and considered as a 
direct or indirect charge against company profits or payroll expenses or 
against individual income. Economists often express the costs of this social 
dependence in terms of loss of potential productivity or social deficits. In 
Canada, for the year 1990, total national income lost through salaries un- 
paid, profits unearned, and taxes to pay for social benefits has been evalu- 
ated at $25 billion. 


The problems of health, adjustment and social integration now experienced 
by a large segment of Québec’s population are a definite hindrance to the 
province’s development. These problems not only cost money now but will 
continue to do so for generations to come. Québec’s population should stop 
growing around the turn of the century. As the aging of the population be- 
comes more pronounced, optimal use of the labour force will become im- 
perative. In 1986, nearly five active members of the labour force were 
required to support one elderly person; this ratio will decrease to three to 
one in 2011 and to two to one in 2031. This significant change will take 
place over forty years, a fairly short period of time. A smaller labour force 
must become more productive, more innovative and more competent if soci- 
ety is to continue to prosper. It has been forecast that by the turn of the cen- 
tury, if trends toward child poverty combined with a general aging of the 
population continue, structural problems of the economy will get even 
worse. Many problems loom on the horizon : a small and poorly trained 
labour force, a decline in standards of living, and serious concerns as to 
whether social programs and pension plans can be preserved. 


We now recognize that capital, goods, services and industrial technology 
cross national boundaries with ever-increasing ease. Manpower is one 


item which is not interchangeable, though; it constitutes a people’s funda- 
mental strength. 


Unfortunately, Québec is having great difficulty absorbing a large and 
growing number of its citizens into the workforce and keeping them there. 
Among them are high-school dropouts, the unemployed, single mothers, 
drug addicts, people with mental health problems, the disabled, welfare 
recipients, and the homeless. How can children and young people with 
problems of adjustment and integration succeed, as adults, in becoming 
part of an increasingly specialized labour force? If poverty among children 
remains at its current level and if the lives of these children continue to be 
fraught with health and social problems, it will be impossible for Québec 
fo maintain its economic competitiveness. 


Break the intergenera- 
tional cycle of health and 
social integration 


problems 


We must break the intergenerational cycle in which problems of health 
and social integration, which so often either lead to poverty or result from 
it, are passed on from one generation to the next. This would be the first 
benefit of achieving the objectives of the Policy. The second benefit will be 
a consequence of the first : more vigourous development in Québec. 


The Policy on Health and Well-being proposes action to alleviate the prob- 
lems of health, adjustment and social integration experienced by so many 
Quebecers. This action is the concern of everyone in Québec : ordinary 
citizens, the government and the private sector alike. If a sense of equity 
and social justice is not enough to motivate adoption of these measures, 
general public interest might be the deciding factor. 


Because of the sweeping changes it brings in, the Policy on Health and 
Well-being is vital to the future of Québec society. The Policy relies on pub- 
lic commitment to its objectives and strategies. Such commitment is a pre- 
requisite for social and economic development in Québec : in other words, 
an essential condition for progress. 
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